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The most concentrated solutions of protein that nor- 
mally can be given intravenously are 4 to 5% solutions 
of proteins or amino acids. It is necessary to give the 
patient tremendous quantities of fluid to provide ade- 
quate quantities of protein. Other substances in the form 
of solutes, such as sodium chloride, are administered 
simultaneously, since they are part of the manufactured 
product utilized as a source of protein or amino acids 
for intravenous administration. We have found no refer- 
ences in the literature to any type of substance that 
could be given intravenously that would contain as much 
protein as a similar volume of packed red cells. Packed 
red cells contain 30% hemoglobin; this means that 300 
cc. of packed red cells will contain 90 gm. of protein 
as hemoglobin, whereas 1,600 cc. of the ordinary solu- 
tions of amino acids or proteins, given over a long period, 
are required to furnish the same amount of protein. 

If it were feasible to use the red cell as a source of 
protein, it would be possible to give large quantities of 
protein intravenously from small volumes of packed red 
cells that have been freed of solutes. This frequently is 
desirable in debilitated states, such as cirrhosis, nephro- 
sis, or even cardiac disorders, in which protein is needed. 
lt appeared to us to be entirely possible to utilize the 
red cell as a source of such protein without at the same 
time overburdening the patient with sodium chloride or 
fluids that may add to the severity of his fluid imbalance. 
If red cells could be used for this purpose not only 
would a source of concentrated protein become avail- 
able but at the same time a use would be found for the 
tremendous quantity of red cells that are accumulated 
in the collection of blood and plasma by the American 
Red Cross, the armed forces, and private institutions. 
It has been estimated that 1.5 billion cc. of red cells 
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are discarded each year. This number of red cells con- 
tains the staggering quantity of 500 million gm. of hemo- 
globin. This amount of hemoglobin, if it can be used as 
a source of protein for intravenous administration, 
equals the tremendous amount of ready synthesized 
human protein.' This is sufficient protein to raise the 
serum protein level from 5 to 7 gm. per 100 cc. in 
333,000 patients, allowing 1,500 gm. per patient. It has 
been shown * that globin separated from the heme part 
of the molecule is an excellent source of protein. It 
further has been shown that this material will maintain 
nitrogen balance in human beings; however, 2,500 cc. 
were required to furnish 79 gm. of protein over a period 
of 10 days. The rate of administration is extremely slow, 
the volume of fluid is high and the amount of protein 
administered is small. 

Many suggestions may be found for the use of packed 
or resuspended red cells in various anemias.* Statements 
may be found in the literature to the effect that the main 
value of a red cell transfusion is to increase the erythro- 
cyte count.*® While this is probably true, such expres- 
sions have delayed any study of the red cell as a source 
of protein. Suggestions have been made in the literature 
that red cells (even old red cells) be used in treatment 
of debilitated states and that they be used directly or 
in diluted form. It has been pointed out * that red cell 
administration may be used in place of transfusions. In 
most of these studies red cells were used for replacement 
of hemoglobin and to supply the patient with oxygen 
transporting ability only. On the other hand, it has been 
pointed * out that type “O” cells may be used and that 
cells and serum need not always be matched type for type. 
It also has been suggested ° that reactions occur less fre- 
quently with packed red cells than with whole blood. This 
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communication is a preliminary report on our observa- 
tions on the use of red cells as a source of protein for 
parenteral use. 
METHOD AND MATERIALS 
We have studied eight patients in an effort to obtain 
information on the possible use of red cells as a source 
of protein, edematous patients with cirrhotic livers, 
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Fig. 1 (case 1).—Course of a patient with hepatic cirrhosis before and 
during administration of packed red blood cells. 


nephrotic patients, and one patient in heart failure with 
the hepatomegaly of so-called cardiac cirrhosis. All 
patients were kept on the ward for varying periods to 
ascertain the clinical trend prior to the beginning of the 
administration of red cells. All patients were placed on 
diets that contained fixed 24 hour intakes of protein, 
carbohydrates, and fat and a sodium intake of about 
250 mg. In all cases, daily weight determinations and 
periodic red blood cell counts and hemoglobin and 
serum protein level determinations were done. 

The red cells used in this study were obtained from 
blood by simply decanting the plasma or as cells resus- 
pended in corn syrup from the Red Cross bank at Lan- 
sing, Mich., from which we obtained much of our blood. 
In no case did a transfusion reaction or any difficulty 
with the use of the blood occur. Attempts to resuspend 
cells after washing in 5% dextrose solution led to dis- 
appointing results. The cells underwent hemolysis, they 
stuck together in large aggregates, their color changed, 
and they became generally useless. Most of the cells 
used in this study were old cells obtained from blood 
collected from two to three weeks prior to the time the 
cells were used for this study. The recipient type of cells 
were used whenever possible, and the usual cross match- 
ing precautions were followed. In many cases, however, 
it was not possible to obtain the recipient type of cells, 
and “O” cells were used. All cells were carefully cross- 
matched for all major and minor agglutinins. No diffi- 
culty was experienced in administering the “sludged” 
red cells, that is, those from which the plasma had been 
carefully drained after the blood had been allowed to 
settle. We found that these cells, although appearing 
thick and viscous, would flow through a 20 gage needle 
without difficulty. An ordinary transfusion set was used, 
with a filter, tubing, and conventional needle, for the 
administration of the cells. No special apparatus or un- 
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usual precautions were utilized in the handling of the 
blood, except those normally used in handling bloog 
from blood banks and for transfusions. Liver biopsies 
were done in all cases of cirrhosis. The response of all pa- 
tients followed the same general course. Preliminary data 
on four patients are presented. 


RESULTS WITH REPORT OF CASES 


Cirrhosis of the Liver.—It has been commonly ob. 
served that patients with liver cirrhosis, when hypopro- 
teinemic, are also anemic; hence, it is odd that red cells 
have not previously been used in their treatment. There js 
little question that the red cells would benefit such pa- 
tients. For this reason, our early studies were concerned 
with the use of the red cells in cirrhosis of the liver. 


Case 1 (fig. 1)—A man with long-standing cirrhosis of the 
liver was admitted to the hospital. His weight was 233 |b. 
(105.7 kg.), and he had ascites as well as 4+ ankle edema. His 
liver and spleen were enlarged. He was placed upon a daily 
diet, constant in composition, consisting of 235 mg. of sodium, 
111 gm. of protein, 261 gm. of carbohydrates, and 89 gm. of 
fat. This represented a nitrogen intake of 17.7 gm. per day and 
provided about 2,300 calories. This is of the order of basal plus 
50% of the calories required for this patient’s nutrition, and, 
while not a “high” caloric diet, it was all the food he would 
take. Furthermore, we felt that such a diet would not mask 
protein synthesis from the red cells by a possible rapid synthesis 
of protein from the oral nitrogen intake. On this regimen, which 
lasted 50 days, from early in February until April 9, the patient 
steadily lost weight, as shown in figure 1; however, his total 
serum protein level not only did not increase but actually de- 
clined. The hemoglobin level dropped steadily during this 
period, and the red blood cell count also decreased slightly. 
On April 9, blood in the form of packed red cells was admin- 
istered. The patient received 19 transfusions of about 250 ce. 
of packed red cells each during the next 50 days. Immediately 
on administration of the first red cells, the patient’s hemoglobin 
level and red blood cell count increased, as would be expected, 
although the increase was irregular. At this time also his serum 
protein level began to increase steadily, until it reached a value 
of almost 7 gm. per 100 cc. During the stated period, no sudden 
change occurred in the rate at which he lost weight. This weight 
loss was due largely to diuresis, as far as we could tell; however, 
the patient was losing tissue substance, since he was in negative 
nitrogen balance (fig. 2). Thus, by April 18 or 19, his weight 
began to level off, although he continued to lose fluid. This we 
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Fig. 2 (case 1).—Nitrogen balance in patient with hepatic cirrhosis dur- 
ing administration of packed red blood cells. (Other data for this patient 
are shown in figure 1.) 


interpreted to be the result of protein synthesis. From a study 
of figure 2, it may be seen that the patient was in a markedly 
positive nitrogen balance during the last part of the study 
period, beginning some time in late April. He continued to lose 
fluid from his tissues. By June 1, ascites had entirely disap- 
peared. The patient’s general clinical condition had improved 
tremendously. His appetite was better, his color was improved, 
he had much more energy, and he was more interested in being 
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active, although he was confined to a minimum of activity. 
Hepatic function studies showed constant though slow improve- 


ment. 

Case 2 (fig. 3).—This patient also had a cirrhotic liver. We 
did not include the red blood cell count data in figure 3 because 
changes in these values closely paralleled changes in the hemo- 
in level in the case of other patients. This patient also had 
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: long, fairly constant course, until red cell administration was 
begun. He received 22 red blood cell transfusions over 50 days. 
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Fig. 3 (case 2).—Course of a patient with hepatic cirrhosis before, dur- 
ing, and after administration of packed red cells. 


Figure 3 shows clearly that as soon as the red cells were ad- 
ministered, a rapid increase in the hemoglobin level from 5.5 
to 16.5 gm. per 100 cc. occurred. During this period the serum 
total protein level rose from 5.7 to 7.4 gm. per 100 cc. and then 
slightly declined. The albumin and globulin levels, which had 
been low, first underwent a slight increase. This was followed 
by a reversal, and by the time administration of the red blood 
cells was finished, there had been an increase in the globulin 
level to a point at which it exceeded the albumin level. During 
the period, about one month, immediately following the trans- 
fusions, an extremely rapid change in the albumin-globulin ratio 
occurred. Two weeks after the administration of the blood, the 
albumin level began to rise, to a high of 4.5 gm. per 100 cc., 
and the globulin level began to fall, to a low of 2.2 gm. 
per 100 cc. The total serum protein level showed, however, 
a net loss, so that the actual level at that time was about 
6.7 gm. per 100 cc. During this period, the clinical course of 
the patient was one of continuing improvement. His bilirubin 
level decreased, his thymol turbidity decreased, and his general 
clinical state improved tremendously. There seems little doubt 
that the administration of the red cells contributed directly to 
the formation of protein and its correct redistribution. It is 
interesting to note that, immediately after the use of red cells 
was begun, the albumin-globulin ratio was reversed but was 
corrected after use of red cells was stopped. 


Heart Failure and Cirrhosis —The effect of the ad- 
ministration of packed red cells as protein in heart 
failure associated with cirrhosis is illustrated by the 
following case. 


Case 3 (fig. 4).—A patient in severe heart failure with old, 
inactive, rheumatic mitral valvulitis was admitted to the hos- 
pital. She had mitral stenosis and insufficiency, a large indurated 
liver, and pronounced hypoproteinemia and anemia. In addi- 
tion, she was four months pregnant. The cirrhosis was presumed 
‘to have a dietary and cardiac basis, since the patient’s history 
of food ingestion was very poor. Besides the usual clinical con- 
trol, consisting of bedrest, digitalization, low sodium diet, and 
careful measurement of the fluid balance, the patient received 
17 transfusions of packed red cells over a period of 42 days. 
She had been receiving digitalis prior to entering the hospital, 
80 we feel that digitalization contributed little toward clinical 
improvement. With the patient at bedrest, diuresis began shortly 
after administration of the first packed red cells. Her general 
condition steadily improved. It will be noted in figure 4 that the 
hemoglobin level and the red blood cell count responded di- 
rectly to the transfusions, as would be expected. It should also 
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be noted that the serum total protein level steadily increased, al- 
though there were wide fluctuations in the value. These we pre- 
sumed to be due to fluid shifts resulting from the heart failure, 
cirrhosis, and pregnancy. The patient, who was small, weighing 
about 104 Ib. (47.2 kg.) (dry weight), received 4,250 cc. of red 
blood cells. About five weeks after admission, she gave birth to 
a stillborn infant of about 5% months gestation. She went 
through this episode without untoward complication, her cardiac 
status remaining constant during the delivery. The hemoglobin 
level and the red blood cell count continued to increase. The 
serum protein level during this period leveled off, but, shortly 
after the stillbirth, it began to increase. The total gain in serum 
protein during the time the patient received blood was 0.8 gm. 
(from 5.2 to about 6 gm.) per 100 cc. The liver decreased in 
size, although it was still enlarged somewhat. The patient was 
discharged from the hospital on May 1 greatly improved. 
Throughout our study there was no change in the patient’s 
blood type, her blood grouping, or the agglutination phenomena, 
including the Rh factor. These studies were carefully made while 
she was in the hospital and periodically after she left. 


Nephrotic Syndrome of Glomerulonephritis—The 
effect of the administration of packed red cells on the 
protein deficiency of the nephrotic syndrome of glo- 
merulonephritis is illustrated by the following case. 


Case 4 (fig. 5).—A patient in the early nephrotic phase of 
glomerulonephritis was admitted to the hospital. He had slight 
generalized edema as well as the classical urinary condition that 
would be expected. For two weeks, beginning April 6, after this, 
the total protein level of the patient decreased, and the serum 
albumin and globulin levels fluctuated some but were both low. 
In this patient, however, the hemoglobin level and the red blood 
cell count were not nearly so low as they were in the patients 
with hepatic cirrhosis. In other nephrotic patients studied, the 
same phenomena as well as the same type of response were 
observed as reported in this case. 

In figure 5, it will be noted that when red blood cell admin- 
istration was started a plethora immediately began to develop. 
During the administration of only five units, 250 cc. each, of 
packed red cells, the patient’s hemoglobin level went up to 
almost 19 gm. per 100 cc. The red blood cell count rose well 
above 6 million. At the same time, there was a drop in the 
serum albumin level and a rise in the globulin level, resulting 
in a reversal of the serum protein ratio. After the administra- 
tion of 1,250 cc. of red cells, there was a rise in the total serum 
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Fig. 4 (case 3).—Results of administration of packed red blood cells to 
a patient with mitral stenosis and insufficiency, chronic right heart failure, 
hypoproteinemia, normocytic anemia, hepatomegaly, and, probably, hepatic 
cirrhosis with a dietary and cardiac basis. 


protein level. The albumin level began to rise, and the globulin 
level dropped slightly, and, three weeks after red cell therapy 
had ended the patient had about 5 gm. of albumin and 2.5 gm. 
of globulin per 100 cc. At the same time, there was a sharp fall 
in the hemoglobin level and red blood cell count. Similar phe- 
nomena were seen in two other patients with the nephrotic syn- 
drome who were studied. In other patients there was such a 
large urinary loss of albumin, which increased after the red 
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cells were administered, that there was no net gain in the 
albumin in the blood. In these cases, however, all the evidence 
indicates that actually the patients were synthesizing albumin 
at an increased rate. In one patient the urinary loss rose from 
8 to 50 gm. per day following red cell transfusions. The patient 
described here readily lost his edema, his sense of well-being 
returned, his color improved, and he finally left the hospital in 
good condition. 


STUDY OF NITROGEN BALANCE 


Figure 2 shows the results of nitrogen balance studies 
performed on the patient in case 1. It will be noted that 
during the 30 day period from April 9 to May 8 the 
patient was receiving nitrogen from his food and from 
administered red blood cells as indicated in figure 1, and 
that the intake of nitrogen was lower than the urinary 
excretion of nitrogen. No attempt was made to deter- 
mine the fecal nitrogen level. During this period, there 
was a negative nitrogen balance, and the patient was 
losing a net amount of protein equivalent to 1.7 gm. of 
nitrogen per day. During the 20 day period from May 9 
to May 29, although the patient’s nitrogen intake was 
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Fig. 5 (case 4).—Course of a patient with the early nephrotic phase of 
glomerulonephritis before, during, and after administration of packed red 
cells. 


almost identical to that of the previous period, he had 
a positive nitrogen balance of about 8 gm. of nitrogen 
per day. This means that his urinary nitrogen excretion 
had fallen to much lower values than those of the pre- 
vious period. This long period was adopted because it 
gives an over-all picture of what was taking place in the 
patient more effectively than would a shorter period. 
The nitrogen excretion was determined from three day 
specimens. During the period from May 9 to 29, the 
patient actually was storing about 50 gm. of protein per 
day. Despite the fact that he did not gain weight, because 
of fluid loss, his muscles improved in tone and strength. 
His general condition improved tremendously, and at 
the end of this time the patient was discharged from the 
hospital, free from ascites but with a still palpable liver 
and spleen. Studies on other patients yielded similar 
results. 


COMMENT 

The enormous quantities of packed red cells given 
deserve comment. In case 1 (fig. 1), the patient had a 
dry weight of 144 Ib. (65.3 kg.). He had a calculated 
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blood volume of about 6,000 cc., and he received 4,75, 

cc. of red cells. The patient in case 2 weighed 145 |p 
(65.8 kg.) dry weight, and he, too, had about 6,000 cc. 
of circulating blood. This patient was given 5,500 cc, of 
packed red cells. The third patient was a small woman 
of 104 Ib. (47.2 kg.) dry weight. She received 4,250 oc 
of packed red cells, despite the fact that her calculateq 
blood volume was 4,000 cc. It is obvious that in these 
three patients these red cells could not have remained 
in the blood stream as circulating red cells. They must 
have disappeared from the circulation, and the assump- 
tion is made that they were broken down, since there 
is no apparent warehouse where these cells might be 
stored. There was no undue increase in the red blood 
cell counts or hemoglobin levels, except in the nephrotic 
patients. There was a gradual rise in the serum protein 
level, so that we are forced inescapably to the conclusion 
that there was a destruction of red cells, especially in 
in the patients with hepatic cirrhosis. A plethora was 
produced in the patient in case 4 by introduction of a 
relatively small quantity of red cells, 1,250 cc. In this 
patient, who was nephrotic, apparently the red cells were 
not destroyed. There is no ready answer for this differ- 
ence in the behavior in the two groups of patients. It 
has clinical substantiation in that frequently nephrotic pa- 
tients have relatively normal red blood cell counts and 
hemoglobin levels, despite the hypoproteinemia in the 
presence of edema, but cirrhotic patients almost always 
have anemia as well as hypoproteinemia. 

It might be argued that this effect of red cells may be 
considered nonspecific and that these responses were a 
result of an increase in the oxygen carrying capacity of 
the blood and improvement in the patient’s general well- 
being. This cannot be denied; however, the administra- 
tion of red cells seemed to have additional effects. First, 
there was a simultaneous response of the hemoglobin 
and serum protein levels. In no case did either the albu- 
min or globulin level start to increase until the red cells 
were administered. Second, as soon as the red cells were 
administered, there was an increase in the globulin level, 
which occurred first. The explanation of this phenome- 
non is not apparent. Third, when the peaks of the hemo- 
globin level and red cell count were reached, there was 
a drop or leveling off in these values, with a continuing 
increase in the serum protein level, especially the al- 
bumin. Finally, a consideration of the nitrogen balance 
gave further evidence that the patients were utilizing the 
red cells as a source of protein. The patient in case |, 
who had about 6,000 cc. of blood, had an increase in the 
hemoglobin level from 8.7 to 15 gm. per 100 cc., which 
represents a rise in total hemoglobin from about 520 to 
900 gm. Thus, about 388 gm. of hemoglobin appeared in 
this patient as the result of transfusions of red cells. 
During the time that the patient received 4,500 cc. of 
red cells, he received about 1,300 gm. of hemoglobin, 
which means that about 900 gm. of hemoglobin dis- 
appeared from the circulating blood. Thus, there seems 
to be little question that there is a direct relationship 
between the administration of the packed red cells and 
the increase in the serum protein level. Some may argue 
that this does not prove that the cells themselves were 
used as a source of protein, and, indeed, the evidence 
does not entirely establish this. Administration of this 
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‘arge number of red cells, with the large percentage of 
hemoglobin they carry, may spare the body the necessity 
of synthesizing hemoglobin. This would mean that all of 
the protein taken in the form of food could be utilized 
in the manufacture of serum protein. Against this argu- 
ment is the fact that the more than 900 gm. of hemo- 
slobin that disappeared in the patient in case 1 during 
the time that he received these packed red cells must be 
accounted for. Thus, not only does there seem to be a 
direct relationship between the administration of the 
packed red cells and the increase in the serum protein 
level, but also there seems to be more than suggestive 
evidence that some of the hemoglobin was actually 
utilized for the synthesis of serum protein. Such a view- 
point immediately raises the question of whether, in 
patients with cirrhosis, anemia is the result of a tearing 
down of the red cells for the synthesis of serum protein 
in some manner. There certainly seems to be evidence 
that our patients, despite continuing liver disease, were 
able to synthesize both albumin and globulin and that, 
once their red blood cell count was up and the hemo- 
globin level was restored to normal, the serum protein 
ievel was easily maintained at its normal level. This does 
not mean that they were cured of their liver disease. 
Actually, all of the patients studied had a continuing 
cirrhotic process, and in two (whose data are not pre- 
sented here) this was proved by biopsy. An alternative 
suggestion is that a red cell may be transformed into 
serum protein in some site other than in the liver. These 
questions must await further study. It should be noted 
that some of the patients who received large quantities 
of red cells had bone marrow depression, as shown by 
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bone marrow studies. Erythroid elements of the bone 
marrow were depressed following administration of large 
quantities of red cells. On the other hand, after the ad- 
ministration of red cells these patients were again able 
to synthesize their own red cells without difficulty, and 
their hemoglobin levels and red blood cell counts have 
been maintained at normal values. 

In no case did we experience difficulty with the trans- 
fusions. As pointed out above, we encountered no trans- 
fusion reactions. So far as we could ascertain, there was 
no alteration in the agglutinins, the blood groups, or the 
blood types of the persons who received these red cells. 
We do not know at present whether the use of the aged 
red cells contributes in any way to their ease of destruc- 
tion. Such destruction possibly may make the hemo- 
globin more readily available. Some type of liver injury 
may be necessary before this phenomenon of protein 
synthesis occurs. No evidence was obtained that any 
changes of the nature of hemosiderosis or hemochroma- 
tosis occurred in these patients. There were no color 
changes, and there was no evidence that there was any 
abnormality of the iron metabolism. The patient in case 
1, after 18 months of follow-up, has no pigment changes 
and remains in good health. 


CONCLUSION 

Evidence is presented to show that packed red cells 
can be used as a source of protein in various types of 
hypoproteinemia. There is evidence that hemoglobin 
itself actually can be transformed into serum protein. 
No injury to patients receiving relatively large quantities 
of protein in the form of packed red cells was observed. 


Mental retardation is one of the serious problems of 
childhood. According to the American Association on 
Mental Deficiency, quoted by Hungerford and associ- 
ates,’ 7% of the school population suffers from some type 
of mental retardation. Every mentally retarded child pre- 
sents medical problems to a greater or lesser degree. In 
this paper we shall discuss some of the most important 
medical phases of the subject. 


MATERIAL AND METHODS 

Our data were obtained at the clinic for mentally re- 
tarded children of the Dr. Julian D. Levinson Research 
Foundation. In our series of 150 cases, there were 104 
white children, 45 Negroes, and 1 Mexican. Table 1 illus- 
trates the distribution of patients as to sex, race, and 
length of gestation. 

The patients were investigated from the following 
standpoints: The time the retardation was first recog- 
nized, the length of gestation, the’ type of delivery, and 
the length of labor were determined. A history of the 
neonatal period was obtained, with special reference to 
complications, such as cyanosis, convulsions, respiratory 
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infections, hemorrhage, and fever of undetermined eti- 
ology. A history of the growth and development and of 
the diet and use of vitamin supplements was obtained. 
It was ascertained whether the child had sustained any 
trauma, with or without neurological manifestations, and 
whether he had had fever with convulsions, for possible 
evidence of encephalitis. The family was analyzed with 
reference to maternal illnesses before and during preg- 
nancy, i. e., thyroid disturbance and Rh incompatibility, 
age of parents at birth of child, consanguinity of the par- 
ents, and familial neurological diseases manifested in 
other members of the family. The heating facilities of 
the home were determined, with reference to burning of 
batteries that might cause lead intoxication. 

Physical examination included evaluation of the body 
build, height, and weight and measurement of the head 
and chest circumferences. Neurological examination was 
done to determine the presence of localizing signs. Psyco- 


From the Dr. Julian D. Levinson Research Foundation and the Chil- 
dren’s Division of Cook County Hospital. 

Owing to lack of space, the bibliographic references have been omitted 
from THE JouRNAL and will appear only in the authors’ reprints. 
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logical tests were given to establish the mental level of the 
child and his capabilities in a training program designed 
to meet his needs. Laboratory studies included x-ray 
examination of the skull, chest, long bones and wrists. 
A complete blood count was done, and urinalysis in- 
cluded a test for phenylpyruvic acid. An electroencephal- 
ogram was made, especially when convulsive disorders 
were present. Pneumoencephalography was done in se- 
lected instances. 


RECOGNITION OF RETARDATION 


_ One would think that the parents themselves would 
recognize the mental retardation of their child. Of 150 
children, however, only 34 were found to be abnormal at 
birth, while in 31 other children, mental retardation was 
first suspected between 1 and 6 months of age. Thirty- 
five children were thought to be retarded at 7 to 12 
months of age. In 25 children retardation was not noticed 
until 13 to 24 months of age. The remaining 25 children 


TaBLE 1.—Classification of Mental Retardation 


Full Term Premature 
Male Female Male Female 

Diagnosis Ww wn W N_ Total 
Cerebral agenesis 24 6 14 4 48 
Mongolism 12 5 10 1 4 1 1 2 26 
Prematurity 1 3 2 4 10 
Microcephaly 3 1 2 1 9 
Postmeningitis, retarda- 2 2 8 

tion 
Postencephalitis, re- 1 1 5 1 8 
tardation 
Hypothyroidism 3 1 1 aa 8 
Neonatal anoxia or 1 7 
hemorrhage 
Nutritional deficiency 1 4 
Cerebral trauma 1 1 2 
Retardation due to 1 1 
toxemia of preg- 
nancy 
Myasthenia gravis 1 
(Sturge-Weber 
syndrome) 
of the skull 
51 20 39 2 6 5 9 8 150 


- Ww represents white and N represents Negro. 
+ This patient was the only Mexican child in the series. 


were over 2 years of age before mental retardation was 
discovered, with 5 cases not suspected by the parents until 
after the children were 5 years of age. The latter cases 
were first recognized by the teacher. We have encoun- 
tered cases where even the teacher did not recognize the 
retardation until the child had been attending school for 
two to three years. 

With the exception of mongolism, which is evident at 
birth, the diagnosis of mental retardation is not always 
easy even for the physician. Even when convulsions and 
spasticity are present, the child may have a fairly good 
mentality. Gibson * has recently outlined the differential 
diagnosis of mental retardation. In our series, we had to 
differentiate from time to time between mental retarda- 
tion and behavior problems, cerebral palsy without men- 
tal retardation, amyotonia congenita, myasthenia gravis, 
and difficulty in speech and hearing not due to mental 
retardation. 


SYMPTOMS AND TREATMENT 

In addition to the mental retardation, there were Often 
associated symptoms. The most important symptom was 
convulsions. A history of convulsions was present in 4) 
cases, in 34 of which the children had grand mal, in 4 
petit mal, and in 2 combined seizures. Thus, 26.6% of 
the children with mental retardation had convulsions 
Table 2 shows the distribution of convulsions according 
to etiology. 

We used diphenylhydantoin (Dilantin) in cases of the 
grand mal type of seizure. The dosage was variable and 
was increased gradually until the desired effect was ob. 
tained. In general, it was not necessary to use more than 
142 grains (100 mg.) of diphenylhydantoin three times g 
day. Hypertrophy of the gums was the only side-effect en- 
countered, and usually it did not necessitate withdrawal 
of the drug. Others have made similar observations.’ 
Occasionally phenobarbital was used in conjunction with 
diphenylhydantoin. Trimethadione (Tridione) was em- 
ployed to control petit mal seizures. Leukopenia was not 
encountered in periodic examinations of the blood. 

We have made it a rule to treat convulsions with or 
without electroencephalographic changes for at least two 
years after subsidence of seizures. The question of anti- 
convulsant therapy for patients with abnormal electroen- 
cephalographic patterns but no clinical seizures has not 
been settled; however, we use anticonvulsants in such 
cases. 

Speech difficulty was present in 127 cases; 58 of these 
children had no speech at all at 1 year of age or over, and 
69 children had indistinct speech. It is no exaggeration to 
say that almost all mentally retarded children have some 
speech disturbance. Some of our patients responded to 
speech therapy and play therapy. 

Hearing was absent in 16 cases. Huizing and Pollack ° 
have shown the importance of hearing in speech develop- 
ment in normal children and discuss the importance of 
early diagnosis of hearing defects. We want to point out 
how difficult it is to determine whether a mentally re- 
tarded child can hear. Audiometry is impossible to carry 
out in mentally retarded children because they do not 
concentrate. The handclap and tuning fork tests are un- 
certain. We have resorted to the electroencephalography 
test, in which it is determined whether there is any elec- 
troencephalographic response to noise. We feel that this 
is one of the best methods of determining the hearing 
ability of the mentally retarded child. 

In four children there was no vision clinically, and at 
least four others had poor vision (table 2). Lack of con- 
centration was present in all of our cases. We found pneu- 
moencephalography of prognostic value. When the 
encephalogram shows definite cortical atrophy, the prog- 
nosis is usually very poor and the parents should be ad- 
vised to institutionalize the child. When the pneumoen- 
cephalogram shows no cortical atrophy, it does not mean 
that the retardation is not severe but that treatment is at 

least worth while. Occasionally, the pneumoencephalo- 
gram may have a beneficial effect on the retardation, al 
least temporarily.* This, we believe, can be explained 
either by a decrease of the intracranial pressure or p0s- 
sibly by tearing of the adhesions that may be present fol- 
lowing arachnoiditis. 
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It is important for the physician to explain to the par- 
ents the type of disorder being treated and the objectives 
of the program to be instituted both medically and educa- 
tionally. The latter can be accomplished with the help of 
the psychologist, speech therapist, and special teacher. 
If the retarded child is educable, the spheres of education 
must be found. Even if the child is not educable, he may 
be trainable. 

TYPES OF MENTAL RETARDATION 

One of the most difficult problems is classification of 
mental retardation. Gibson,’ Yannet,* and others have 
classified their cases according to etiology. In some of 
our cases, more than one etiological factor was found. 
For instance, there may have been a history of prema- 
turity, neonatal cyanosis, and a fall on the head during 
infancy. In such cases, it was hard to decide which was 
the primary and which was the secondary cause. In other 
cases, no cause could be found. Table 1 reviews the etio- 
logical classification of our cases in terms of the primary 
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TABLE 2.—Frequency of Certain Defects and Other Factors in 150 Cases of Mental Retardation 
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We believe that the cases we speak of as being due to 
cerebral agenesis are the ones referred to in the literature 
as due to undifferentiated amentia or primary amentia.® 
Some other cases, however, may be due to neonatal cere- 
bral anoxia. 

Age, sex, race, and age of parents seem to have no rela- 
tion to the occurrence of cerebral agenesis. It is just a 
maldevelopment of that portion of the brain that is con- 
cerned with mentality. Unfortunately, we do not yet 
know what part of the brain is concerned with mentality. 

Convulsions were present in 16 of the 48 cases classi- 
fied as due to cerebral agenesis. Grand mal occurred in 14 
of these children and petit mal in 2 of them. In most cases 
the interval between attacks was irregular. Each child 
had more than one seizure. 


MONGOLISM 

Of the 150 children with mental retardation, 36, or 
24% , were mongoloid. Mongolism, which was first de- 
scribed by Langdon Down "° in 1866, presents no prob- 


oa 
ca 
Diagnosis A> Ab 
Cerebral 2% yr 2 
Postmeningitis 1% yr 4 
Postencephalitis retardation..............cceeeeeeeeeeee 1% yr. 2 2 
1% yr 
Neonatal anoxia or hemorrhage..................se0:- 8 mo. 1 
Retardation due to toxemia of pregnancy............. 8 mo 1 
7 mo. 1 
3 mo. 1 


Premature synostosis of the skull..............eseeees 


Combined Con- 


5» €2 2 Ee BE 
S oss = a2 = & = <5 
Se. ¢ $8 35 & SE 
% seo SS 6s $ om EA, 
15 27 2 3 32 12 4 29 31 1 
14 18 4 . 1 28 1 7 oe 30 31 ° 
3 3 “s 2 6 < 3 1 26 29 
6 2 2 7 4 4 1 q ps 29 
3 2 2 1 8 se " 23 27 
3 4 2 8 ° 31 35 
4 q os 4 3 1 28 30 1 
4 3 1 1 1 3* 4 33 33 
2 1 ° es 3 1 28 30 
2 ee oe 2 2 29 38 
1 1 ee 2 22 22 
1 1 27 28 
oe 1 ee 1 31 32 
1 1 27 33 
1 oe oe 1 26 31 
1 1 1 31 33 1 
1 1 1 19 20 
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* Following difficult deliveries. 


cause of the deficiency. Table 2 illustrates the type of de- 
livery, age of parents at the birth of the child, and inci- 
dence of consanguinity found in each etiological category. 
We shall discuss each type separately. 


CEREBRAL AGENESIS 

In 48 cases, or about one-third of the series, we were 
confronted with mental retardation for which no etio- 
logical factor could be found.The best we could do was to 
call it cerebral agenesis, or an under-developed brain. 
In some of these cases there was undoubtedly a genetic 
origin, but because no history of abnormality in the family 
was elicited, this factor could not be determined. These 
patients were mentally retarded but had no paralysis. 
Most of them were thin, but no physical abnormalities 
and no localizing neurological signs were noted. Since 
most of these children live a long time, there are few post- 
mortem reports. Years ago, one of our patients in whom 
we had diagnosed cerebral agenesis showed microgyria 
at autopsy. 


lem in diagnosis. We were particularly interested in 
studying the various factors to which this disorder is 
ascribed, such as age of parents and consanguinity. For 
years the idea was prevalent in the literature that mongo- 
lism is most frequent in children of older parents born at 
the period of sexual exhaustion. 

We found the average age of the mothers at the time of 
the birth of the mongoloid child to be 30 years. The chart 
gives a graphic representation of the distribution of the 
mothers’ ages. Twenty-four mothers were over 30 years 
of age and 12 were under 30 years of age, the range 
being from 19 to 44 years of age. Benda ** found 27% 
of the mothers in his series to be over 40 years old, while 
41% were under 35 years of age. The average age of the 
father in our series was 31 years, with 12 being between 
30 and 34 years old. Twenty-six of the fathers were over 
30 yearsold and 10 were under 30 years of age. The range 
of the ages of the fathers was from 19 to 49 years, as 
shown in the chart. 
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There were no instances of multiple mongoloid chil- 
dren in our series. Consanguinity did not occur among 
any of the parents. Twenty-eight of the mongoloid chil- 
dren were born spontaneously. One child was born by 
breech presentation with no complications. The remain- 
ing seven children were delivered by instruments. In only 
two instances were there complications at the time of the 
birth. One child was cyanotic for a few hours after de- 
livery but the color improved with administration of 
oxygen, and the other child had delayed respiration, the 
exact time of the apnea being unknown. 

Twenty-eight children were born at full term, and 
eight were prematurely born. Of the 28 children who were 
born at full term, 17 were boys (12 white and 5 Negro) 
and 11 girls (10 white and 1 Negro). Of the eight chil- 
dren born prematurely, five were boys (four white and 
one Negro) and three girls (one white and two Negro). 
Benda " found that 17.2% of his mongoloid children 
were prematurely born, and he believed prematurity to 


NUMBER OF PARENTS 
o 


19-24 25-29 30-34 35-39 40-44 
AGE, YEARS 


Range of ages of parents at the birth of mongoloid children. The solid 
bar represents the fathers and the cross-hatched bar the mothers. 


be an important factor in the etiology of mongolism. 
Our cases do not corroborate his theory. Mongolism was 
noted at birth in the great majority of cases or shortly 
thereafter. 

It is commonly thought that mongoloid children have 
no convulsions. In our series, 2 of the 36 mongoloid 
children had convulsions of the major type. A generalized 
convulsion occurred in a 6-year-old white girl during a 
virus infection in which the temperature rose to 106 F 
rectally. There have been no recurrences. The second 
child was a white girl who had her first convulsion at 3 
months of age. Seizures have been decreasing in fre- 
quency and severity and now occur about once every 
six months. In addition, this child has a congenital heart 
lesion diagnosed as an intraventricular septal defect. Our 
subsequent studies revealed several more mongoloid 
children with convulsions. 

Fourteen mongoloid children over 1 year of age had no 
speech, while 18 had varying degrees of muffled or 
slurred speech. Four patients were under 1 year of age so 
the speech could not be studied. 
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Hearing was absent in four cases. One patient haq 
severe myopia, which was corrected with glasses. Six 
mongoloid children were found to have a congenital 
heart lesion of the acyanotic type. Palmar horizontal lines 
were present in most of our cases, some bilaterally, others 
unilaterally. 

Roentgenograms of the wrists were taken routinely 
and the bone age compared to the chronological age. In 
10 instances there was a definite delay of development of 
the carpal ossification centers. In addition, six patients 
had carpal centers that were more translucent than nor- 
mal, and the remaining children had normal ossification 
centers. 

We believe that no one factor can be held responsible 
for the occurrence of mongolism. On the theory that mon- 
golism represents a generalized infantilism, as shown by 
a decreased number of carpal ossification centers and 
underweight, we have been giving these patients thyroid 
extract. Along with this, an adequate diet with multiple 
vitamins is prescribed. Clinically, most patients showed 
an initial improvement in concentration and perform- 
ance, but no definite conclusion can be drawn at this 
early stage of our study. 

Durling and Benda ** have pointed out that the spon- 
taneous development of untreated and early institution- 
alized mongoloids was on an idiot level in 47% of their 
cases; however, with proper training many mongoloid 
children are educable. Several of our mongoloids are at- 
tending special schools or ungraded rooms of the public 
school. We feel that institutionalization should be 
avoided. 

PREMATURITY 

In our series of 150 cases of mental retardation, 28 
patients, or approximately 18% of the total, were born 
prematurely. Eighteen of these 28 prematurely born chil- 
dren were found to have some etiological factor in addi- 
tion to the prematurity to account for their mental re- 
tardation. For example eight were found to be mongoloid, 
four had had neonatal anoxia, two had microcephalus, 
two had hydrocephalus, one had hypothyroidism, and 
one had premature synotosis of the skull (table 1). 

The remaining 10 children who had been premature 
were found to have no other etiological factor save the 
prematurity itself. The main problem is to distinguish 
prematurity with underdevelopment of the brain from 
prematurity complicated by other factors such as cerebral 
anoxia or hemorrhage. A careful, detailed inquiry into 
the birth and neonatal period may help make this dis- 
tinction. Howard and Worrell '* found that prematurity 
per se had neither a beneficial nor a detrimental effect on 
later intelligence; however, our data indicate that pre- 
maturity may be an important factor in the development 
of mental retardation. 

Interestingly enough, over 70% of these children who 
had no other etiological factors to account for the mental 
deficiency weighed 4 to 5 Ib. (1,814 to 2,268 gm.). 
indicating that mental retardation is not in direct propor- 
tion to decreasing birth weight. The other three weighed 
between 3 and 4 Ib. (1,307 to 1,814 gm.). Six cases, oF 
60% of the total, were the result of a normal spontaneous 
delivery. Of the remaining four patients, three were born 
by instrumental deliveries and one by cesarean section. 
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Only one patient in this series had convulsions. This 
was a ‘13-year-old Negro boy whose birth weight was 4 
lb, 12 oz. (2,155 gm.). He had major and minor con- 
vulsions since 2 months of age at irregular intervals. Phys- 
ical examination revealed no abnormalities. The elec- 
troencephalogram revealed a very abnormal record, with 
2 to 3 per second spike activity. 


MICROCEPHALY 

Nine children, or 6% of the total of 150, had micro- 
cephaly. Four of the children were born by spontaneous 
delivery, one by a breech presentation, and four with 
instruments. Two of the children were cyanotic at birth. 
There were no other complications. 

The average birth weight was 6/2 Ib. (2,948 gm.). 
Two white girls were premature. Among the seven full- 
term children with microcephaly, there were three white 
and | Negro boys, two white and 1 Negro girl. 

The average age of the mother at birth of the child was 
24 years and that of the father was 29 years. There was 
no history of consanguinity among any of the parents. 
The family histories were essentially noncontributory. 

Convulsions were a predominent feature of micro- 
cephaly, occurring in seven of the nine cases. Six children 
had generalized convulsions, starting at an early age, 
while one patient had combined major and minor seiz- 
ures. These children were severely retarded. Hearing 
was absent in two patients and very questionable in the 
others. Vision was impaired in four of these patients. 
There is no treatment for microcephaly. 


POSTMENINGITIS RETARDATION 

Among our cases there were eight patients who had be- 
come retarded following meningitis. Two children had 
recovered from tuberculous meningitis, one had hemo- 
philus influenzal meningitis, and one had pneumococcic 
meningitis. In the remaining four cases the bacteria were 
not discovered. 

Four of the eight children had a history of convulsions. 
In three cases the convulsions occurred during the menin- 
gitis but did not recur. The fourth child, who had men- 
ingitis at the age of 4 months, has continued to have grand 
mal convulsions about every six weeks since the onset. 
Speech was totally absent in three patients over 1 year of 
age and in two others the speech was very indistinct and 
slurred. The remaining three children were under 1 year 
of age. Hearing was absent in two patients and question- 
able in one. One patient with tuberculous meningitis who 
received streptomycin therapy retained her hearing. In 
the other child who had had tuberculous meningitis, the 
hearing was questionable. Vision was intact in all of the 
cases. 

It was pointed out by one of us (A. L.)** that fre- 
quently meningitis is complicated by secondary encepha- 
litis, which is particularly true in tuberculous meningitis. 
These children show a change in their personality, usu- 
ally becoming restless and hyperactive, and many have 
sporadic convulsions. Sedative and anticonvulsive ther- 
apy is particularly indicated. Future evaluation of the 
wide spectrum antibiotics in the postinfection manage- 
ment of these conditions is being studied. 
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POSTENCEPHALITIS RETARDATION 


Encephalitis without meningitis was responsible for 
eight of our cases of mental retardation. There was 1 
white boy, 1 Negro boy, 5 white girls, and 1 Negro girl 
in this group. All of these children were born at full term, 
with the average weight of 7 Ib. 5 oz. (3,317 gm.). All 
of the children were born spontaneously, with no birth 
traumas or complications. 

Four children had convulsions during the encephalitis, 
and the convulsions have continued to occur intermit- 
tently. Two children had grand mal and two had petit 
mal seizures. It is interesting to note that the younger 
children in our series had petit mal seizures. 

Three children who were over | year of age were un- 
able to say the simplest words, while four other children 
had indistinct speech. One child was under | year of age, 
and speech, therefore, could not be properly evaluated. 
Hearing was intact in six cases, and in two instances the 
ability to hear was doubtful. Vision was intact in all chil- 
dren. Horizontal nystagmus was present in one child, 
facial paresis in two other children, and hemiplegia in 
three children. 

We are currently administering large doses of aureo- 
mycin to postencephalitic patients following the prelimi- 
nary report of Stamps and co-workers.'® They found pa- 
tients with postencephalitis disorders who showed 
improvement clinically and electroencephalographically. 
Anticonvulsant medication was continued during the 
antibiotic therapy. Serial electroencephalograms are re- 
quired to evaluate this latest therapy, and a larger series 
of patients should be assessed statistically. 


HYPOTHYROIDISM 

Hypothyroidism, we believe, is responsible for more 
cases of mental retardation than is credited to it, since 
the hypothyroidism may be subclinical. Although innate 
cerebral retardation may coexist with hypothyroidism, 
thyroid therapy is still worthy of an adequate trial. 

Hypothyroidism, we think, was responsible for eight 
of our cases of mental retardation. Our diagnosis of hypo- 
thyroidism was based on physical features with the help 
of basal metabolic determinations in one case and de- 
layed ossification centers in two cases. Although delayed 
bone age is not limited to hypothyroidism, we consider 
it of great importance in cases of mental retardation 
where there is no explanation for the delayed bone growth 
other than hypothyroidism. This is particularly significant 
when the child has a cretinoid facies. We agree with 
Reilly ** that clinical observations are as important as 
laboratory tests in detecting this deficiency. 

There were 3 white boys, 1 Negro boy, 2 white girls 
and 1 Negro girl, all of whom were born at full term. One 
white girl was born prematurely. The average birth 
weight of the group was 6 Ib. 8 oz. (2,948 gm.). Four 
children were delivered spontaneously, three were de- 
livered by instruments, and 1 was born by cesarean sec- 
tion. Three of the eight children were cyanotic at birth 
and required oxygen. 

The average age of the mother was 28 years and the 
average age of the father was 30 years at the birth of the 
child. Consanguinity was present in the case of a white 
boy in whom cretinism had been diagnosed at 11 months 
of age. At 14 months of age, we found only one ossifica- 
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tion center in the wrist on roentgenologic examination in 
this child. Speech was absent in four children who were 
over | year of age. The remaining four children had in- 
distinct and slurred speech. The average age the mental 
retardation was noted was 1% years. 

One of the eight patients with subclinical hypothyroid- 
ism has shown considerable improvement with thyroid 
therapy, three have had some improvement, and four 
have remained about the same as before treatment. The 
possibility of innate cerebral lagging independent of the 
hypothyroidism as being responsible for the discrepancy 
between mental development and early adequate and 
prolonged thyroid therapy has been pointed out.'? Other 
investigators, however, believe good mental development 
can be achieved.'* Our patients are still being treated 
with thyroid extract and will be critically evaluated after 
a long-term study. 


NEONATAL ANOXIA OR HEMORRHAGE 


There were seven children who presented a definite 
history of neonatal anoxia and/or cerebral hemorrhage 
at the time of birth or shortly thereafter. We felt that 
their mental retardation was the result of this neonatal 
episode. 

Four of these patients were prematurely born and were 
also the result of difficult forceps delivery. There was one 
set of twins in this group, each weighing approximately 
4 lb. (1,814 gm.) at birth. At 3% years of age, the twins, 
white girls, could not sit or walk alone and had no intel- 
ligible speech. They both had a left internal strabismus, 
were underweight, and had hyperactive deep tendon re- 
flexes. The third prematurely born patient was also a 
white girl weighing 4 Ib. 8 oz. (2,041 gm.) at birth. She 
required oxygen and blood transfusions at birth because 
of her poor condition. At 12 years of age, she had a right 
foot drop, was ataxic, and walked on a wide base. She 
was able to say a few words indistinctly. The fourth pre- 
maturely born child, who had neonatal anoxia, was a 
Negro boy who weighed 4 Ib. 15 oz. (2,240 gm.) at 
birth. At 6 years of age he was found to be hyperactive 
with fair speech. He was very much of a behavior prob- 
lem in addition to being mentally retarded. 

The remaining three children in this group were born 
at full term but had traumatic births. One was a white girl 
who, at 242 years of age, was so retarded that institu- 
tionalization was advised. This child became cyanotic six 
hours after birth and had a generalized convulsion at that 
time. The convulsions recurred at two weeks and eight 
weeks of life. She was unable to sit, stand, walk or talk, 
and was markedly underweight. 


NUTRITIONAL DEFICIENCY 


The relation of mental retardation to deficient nutri- 
tion is another problem with which we were confronted. 
In our series of 150 cases, we found 4 children who 
could be classified as having mental retardation sec- 
ondary to nutritional deficiency. That nutrition can affect 
mental growth and development was illustrated recently 
by Traebert '* in Germany. We found that the apparent 
mental defect in our four patients was in great measure 
reversible after proper correction of the malnutrition, 
avitaminosis, and anemia. One child has returned almost 
to normal status, and the remaining three patients have 
improved considerably. 
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The first patient was a 16-month-old Mexican boy 
who had been treated for one month for persistent inter. 
mittent diarrhea. Endamoeba histolytica was found in 
the stools, and the patient improved with antiamebic 
drugs. At 16 months of age, however, he was poorly 
nourished, anemic, and unable to turn over. His muscular 
tone was poor. The infant also appeared listless and 
apathetic and looked mentally retarded. He was given 
iron and multiple vitamins, including vitamin B,,. Ap 
adequate diet was given. When seen two months later, h» 
had gained 5 Ib. (2,268 gm.), was sitting alone, was be- 
ginning to walk, and appeared alert. During subsequent 
visits he had continued to improve mentally almost to 
normal. 

The second child was a Negro girl, 14 months old. 
She had a history of pneumonia at 6 months of age and 
frequent upper respiratory infections since that time. 
She could only turn over, but could not sit or walk. Speech 
was absent. It was felt that nutritional inadequacy played 
a role in the child’s retardation. Her diet was improved 
and vitamin supplements added. The child improved al- 
though she is still subnormal mentally and physically. 

The third and fourth patients of this group were both 
Negro boys, aged 6 months and 2 years respectively. Clin- 
ically, these children appeared to have rickets with 
scurvy. Both children were weak and anemic. Progress 
has been made by these children, although the rate of 
improvement has been slow. This raises the real possi- 
bility of reversible changes of the central nervous system 
resulting from prolonged malnutrition. 


HYDROCEPHALUS 


Hydrocephalus was present in four cases of mental re- 
tardation. Two patients were born spontaneously, while 
two others were delivered by cesarean section. One o! 
the latter was also premature, weighing 4 lb. 7 oz. (1,913 
gm.) at birth. All four children were found to be under- 
weight for their ages. 

One infant, a 3’2-month-old white girl, had a sacral 
menigocele. This had been operated on soon after birth 
and progressive enlargement of the head followed. The 
infant was spastic in all four extremities. Another infant, 
a 6-month-old Negro girl, was studied thoroughly; a 
subdural tap revealed no abnormality. The cause for pro- 
gressive hydrocephalus, however, could not be found. 
In a similar fashion, the basic cause of the hydrocephalus 
could not be ascertained in the remaining two patients, 
a 4-year-old white girl and a 3-year-old white boy. All 
four children were found to be markedly retarded for 
their ages. 

Hydrocephalic children, we believe, should be given 
every chance to prevent further thinning of the brain. 
We favor the ventriculocisternostomy of Torkildsen 
for reestablishing circulation and absorption of the cere- 
brospinal fluid. Unfortunately, in these patients the hy- 
drocephalus, when seen by us, was already too far ad- 
vanced to warrant such a procedure. 


CEREBRAL TRAUMA 


Accidental trauma to the head, we believe, was fe- 
sponsible for mental retardation in two patients. The 
first child, when seen by us, was 16 years old. He was 4 
white boy who apparently developed normally until the 
age of 3 years. At that time he fell one story out of af 
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aspen window, and convulsions developed one month later. 
since then he had failed to progress mentally and was un- 
able to speak well. Pneumoencephalography revealed an 
excess of air over the cortex, indicating cortical atrophy. 

The second patient was a 19-month-old Negro boy 
who was hit on the head by a door at 3 months of age. At 
the time of the injury, he was unconscious for five min- 
utes. He became cyanotic shortly thereafter, and had a 
seneralized convulsion, which had not recurred. At 19 
months of age he was still unable to sit without support, 
had no speech, and was markedly retarded. 


MISCELLANEOUS 


The remaining six patients with mental retardation 
included one born following toxemia of pregnancy, one 
with myasthenia gravis, one with the hypothalamic syn- 
drome, one with hemangiomatosis (Sturge-Weber dis- 
ease), one with hypopituitarism, and one with premature 
synostosis of the skull. 

The patient in whom we considered toxemia of preg- 
nancy as the etiological factor was a Negro girl, 5 years 
old. The mother had hypertension and was acutely ill at 
the time of delivery. The child weighed 7 Ib. 13 oz. (3,542 
om.) at birth. Development of the child was slow, and at 
414 years of age she had her first generalized convulsion. 
The convulsions have been irregular in frequency since 
then. Physically, the child was found to be within normal 
limits. 

The case of myasthenia gravis, with mental retarda- 
tion, is included here because of the difficulty it presented 
in the diagnosis. This case will be reported elsewhere in 
greater detail. 

The diagnosis of hypothalamic syndrome was made 
for a 5-year-old white boy who was found to have a buf- 
falo type of fat distribution and was very obese. His neo- 
natal history was noncontributory. At 3 months of age 
polydypsia and polyuria developed. At 7 months of age 
he had his first convulsion. At 22 years of age he began 
to gain weight very rapidly. His intelligent quotient was 
found to be 41. 

Hemangiomatosis (Sturge-Weber syndrome) was di- 
agnosed in a 5-year-old white boy who was born with 
large port-wine areas of the right side of the face and 
neck. A black mole was present on the right forehead. At 
3 months of age he began to have about 10 to 15 gen- 
eralized convulsions daily. At 2 years of age his seizures 
were predominently right-sided. Calcifications of the 
brain were seen in roentgenograms of the skull. A cere- 
bral arteriogram revealed dilatation of the vessels. He 
was markedly retarded. 

Hypopituitarism was diagnosed in a 10-year-old white 
boy. Clinically, he resembled a person with Cushing’s 
syndrome, with prominent adiposity of the face, neck, 
and trunk. He was 56 in. (146 cm.) tall and weighed 
123 lb. (55.9 kg.). Severe myopia was present. Horizon- 
lal nystagmus was found on lateral gaze. His speech was 
indistinct, but the hearing was intact. X-ray examination 
of the skull revealed no abnormality. The intelligent quo- 
llent was 40. His parents were first cousins. 

Premature synostosis of the skull was found in a 6- 
month-old Negro girl. Her head measured 14% in. 
(36.87 cm.) and her chest measured 16% in. (41.25 
cm.). The fontanels were closed. The infant was unable 
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to hold up her head, and it was doubtful whether she 
could see or hear. The extremities were spastic and the 
deep tendon reflexes were hyperactive. She was admitted 
to the children’s division of the Cook County Hospital 
for further study. It was hoped to give the brain a chance 
for maximal growth by surgically separating the bones of 
the skull at the suture lines. Accordingly, surgery was 
done at the age of 7 months. At 1 year of age the infant 
was reevaluated and, unfortunately, no improvement had 
occurred. The head now measured 15 in. (37.5 cm.) and 
the chest 18 in. (45 cm.), and the infant presented a 
strikingly small head. She could not support her head 
and did not see or hear; the extremities were rigid. Our 
patient was subjected to surgery since this measure 
seemed to be the only hope for her; however, the final re- 
sult was not satisfactory. 


SUMMARY 

One hundred and fifty cases of mental retardation in 
children have been studied. In only 65 cases was the re- 
tardation discovered at 6 months of age or earlier. In some 
cases the retardation was not recognized until the child 
started to school. Convulsions were found in 26.6% of 
our cases, of which 85% were grand mal, 10% petit mal, 
and 5% combined seizures. Convulsions were particu- 
larly frequent in microcephaly. Grand mal and petit mal 
convulsions were usually controlled with diphenylhydan- 
toin (Dilantin) and trimethadione (Tridione) respec- 
tively. Electroencephalography is an important adjunct 
not only in determining the type of convulsive disorder 
but also in determining the patient’s ability to hear. The 
age of the parents at birth of the child and consanguinity 
could not be interpreted as primary factors in the etiology 
of any type of mental retardation. We found thyroid ex- 
tract of value in subclinical hypothyroidism. We have 
also used thyroid extract in the treatment of mongolism. 
We have used wide spectrum antibiotics in the treatment 
of mental retardation following encephalitis. Improve- 
ment of nutrition is an important part of the therapy of 
mental retardation. Cooperation between physicians, 
psychologists, speech therapists, and special teachers is 
needed for the management of mental retardation. 


30 N. Michigan Ave. (Dr. Levinson). 


The Headache of Brain Tumor.—Tumors occur more fre- 
quently on the brain than on any other organ of the body, 
and patients themselves are beginning to realize this. There- 
fore, when a patient complains of headache, the physician's 
greatest concern may be whether or not he has a tumor of the 
brain. More often than not we must learn what we can from 
his story and on the basis of it, decide how much further to 
proceed with examinations that may involve surgical proce- 
dures. If the patient says that the headache began in recent 
weeks or months, that it is becoming worse, that it recurs in 
the same situation, that it often awakens him early in the 
morning, that it is accentuated or even brought on by cough- 
ing, stooping, straining or shaking the head, then an organic 
intracranial lesion is suspected. If precipitate vomiting, espe- 
cially before breakfast, is associated, and if the pulse, when 
felt carefully and continuously for two or three minutes, be- 
comes slow or irregular at times, then the condition may be 
critical and in all probability caused by a tumor.—H. W. 
Woltman, M.D., What the Patient’s Story Suggests to the 
Neurologist, The Journal of the lowa State Medical Society, 
May, 1953. 
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Comparatively few persons in the medical profession 
other than those actively engaged in the practice of indus- 
trial medicine are aware of the extent to which organized 
workers are covered by health and welfare plans today. 
Information on this subject is not restricted, but neither 
is it widely disseminated. Since the end of the war, estab- 
lishment of such plans has been a top objective in collec- 
tive bargaining of most of the industrial unions in the 
country. As an indication of the scope of such employee 
benefit plans, the U. S. Department of Labor reported in 
mid-1950, in its Bulletin No. 1017, that 7,128,000 work- 
ers were covered by health and welfare plans. About 
two-thirds of these plans also embody pension plans. 
These workers are represented by the Congress of Indus- 
trial Organizations, the American Federation of Labor, 
and unaffiliated unions, and they comprised almost half 
the organized workers in the country at that time. In the 
two and one-half years since the middle of 1950, the 
labor force has grown, the number of organized workers 
has grown, and the unions’ drive for “security programs” 
has been accelerated by the wage stabilization program 
that limited income gains. The majority of these plans 
are financed by the employer, although a substantial 
portion represent joint employer and employee financing. 
Collectively bargained employee health and welfare 
plans now cover a substantial portion of the labor force 
in our country today. They are an important new phase 
in the field of medicine and health, and they seem to be 
here to stay. 

THE NEW YORK PLAN 


To give you an example of how they are operated, I 
would like to tell you about the health-welfare plan with 
which I am associated. I do not presume to say that it is 
typical of the majority of those in operation, but it is a 
good example of how a well-administered program of 
this sort operates. The hotel industry of New York City 
became the first in the country to establish an industry- 
wide group insurance program for hotel employees on 
March 1, 1945. This program, known as the New York 
Hotel Trades Council and Hotel Association Insurance 
Fund, was created through the joint action of the New 
York Hotel Trades Council (affiliated with the Ameri- 
can Federation of Labor), representing labor, and the 
Hotel Association of New York City, representing 
management. 

During the first seven years of the plan’s operation, 
$7,298,000 in welfare benefits was received by hotel 
workers and their families among 35,000 eligible hotel 
employees insured by the plan. These benefits include 
life insurance, accidental death and dismemberment 
insurance, weekly accident and sickness benefits, cost of 
Health Center care, and hospital benefits for members 
and dependents through the Associated Hospital Service 


Read before the 13th Annual Congress on Industrial Health, Chicago, 
Jan. 20, 1953. 
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(Blue Cross) of New York. Recently, in addition to the 
welfare benefits already listed, a pension fund was estab. 
lished, which will provide retirement benefits for hote| 
employees. 

Having established this part of a social welfare pro. 
gram and desirous of making certain that all hotel em. 
ployees would have available to them a medical care 
program as a supplement to and part of an over-all pic. 
ture, the New York Hotel Trades Council and the Hote| 
Association of New York City in 1949 decided to estab. 
lish their own jointly operated and controlled Health 
Center. The New York State Legislature passed a special 
act in April, 1949, authorizing a membership, non-stock 
corporation in the name of the New York Hotel Trades 
Council and Hotel Association Health Center, Inc., “to 
establish and maintain a health center to furnish any or 
all of the following: medical care, surgical care, medical 
advice and treatment, medicine and apparatus, and other 
health services to ambulatory patients, all through duly 
licensed physicians, or in the case of optical examina- 
tions, through duly licensed optometrists. The corpora- 
tion shall furnish such care, treatment, services and sup- 
plies to employees covered by collective bargaining 
agreements between the New York Hotel Trades Coun- 
cil (a labor organization affiliated with the American 
Federation of Labor), the Hotel Association of New 
York City, Inc. (a membership corporation composed 
of hotels in the city of New York), and such hotels, 
either gratuitously or for a compensation determined 
reference to the value thereof. Such health center shall 
not be established and maintained in the State of New 
York without the prior written approval of the State 
Board of Social Welfare as to the adequacy of the facili- 
ties and standards of care of the health center, including 
adequacy of personnel, and such health center when 
established shall be subject to the supervision, visitation 
and inspection of the State Board of Social Welfare.” 

The site chosen for the Health Center was a five story 
building situated in mid-Manhattan at S5Oth St. and 10th 
Ave., formerly occupied by the Young Women’s Chris- 
tian Association. It was renovated into a modern attrac- 
tive structure and outfitted with up-to-date equipment 
for diagnosis and treatment. The amount expended for 
purchase of the building, architectural changes, renova- 
tions, and equipment was $800,000. In the autumn of 
1950, written approval was given by the New York State 
Board of Social Welfare for the establishment and 
maintenance of the Health Center. 

The medical staff at the Health Center is composed of 
well recognized members of the profession. The directors 
and chiefs of clinics are all certified by their respective 
boards and colleges. The junior members of the stafl 
are, for the most part, similarly qualified. Our efforts t0 
have on service for the benefit of the hotel employees 
only professional men in good standing in the county, 
state, and national societies has been successfully accom- 
plished. Rather than put our medical services on a pr0- 
duction-line basis, in which the individual person 
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pecomes only a number, we are working toward a 
S doctor-patient relationship comparable to the highest 
ideals of private practice. 

Many employees in this industry are so situated finan- 
cially that obtainment of the services of a private physi- 
cian for them is out of the question. In addition, the 
amount of time necessary for their admission to and 
reatment in a charitable clinic is almost prohibitive, 
because if they do not work they are not paid. At the 
center all patients, except in cases of emergency, are 
treated on an appointment basis. Hence, loss of time is 
reduced to a minimum. Our hope is ultimately to arrange 
matters to such an extent that if an employee has an 
appointment at the Health Center for necessary treat- 
ment he will suffer no financial loss. Every effort is made 
to convince each patient that his problem is our problem, 
and no effort is spared to make him feel and be better 
mentally as well as physically. The spiritual element of 
friendliness is a fundamental concept of the Health 


Center. 


ELIGIBILITY REQUIREMENTS 

All unionized hotel workers are eligible for outpatient 
services at the Health Center as of the first day of employ- 
ment. In cases in which hospital care is necessary, work- 
ers are required to have six consecutive months in good 
standing as members of the New York Hotel Trades 
Council and four months of full-time employment in a 
union-contract hotel or concession that is a contribut- 
ing member of the insurance fund. Members of em- 
ployees’ families are not eligible for care at the Health 
Center unless they are also qualified hotel workers. 


ORGANIZATION AND ADMINISTRATION 


A Board of Directors consisting of 20 members, 10 
from the New York Hotel Trades Council and 10 from 
the Hotel Association of New York City, have full 
authority to control all the affairs and business of the 
corporation. A Medical Advisory Council, composed of 
15 outstanding physicians well known in such allied 
fields as industrial medicine, public health, and industrial 
hygiene, was organized for the purpose of establishing 
standards and rules and regulations relating to profes- 
sional and technical services for the Health Center, 
reviewing physicians’ qualifications, recommending ap- 
pointment of physicians to the staff, and hearing and 
judging disputes between the corporation and a patient 
or physician with respect to professional and technical 
matters and making appropriate recommendations to the 
Board of Directors. 

A Medical Board composed of the 14 directors and 
chiefs of the various medical services in the Health 
Center has the function of supervising the conduct of 
the professional staff operating the clinics with regard 
\o problems presented in the usual course of events of 
the Health Center. The Medical Director of the Health 
Center has the following main functions: (1) direction 
and supervision of the medical and professional services 
of the Health Center; (2) serves as an ex-officio member 
of the Board of Directors, to whom he gives quarterly 
reports on Health Center services, as a member of the 
Medical Advisory Council, and as Secretary of the Medi- 
cal Board; (3) coordination of the entire Health Center 
organization together with the Administrative Director. 
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The Administrative Director, Mr. W. H. Spahn, in addi- 
tion to duties as director of the insurance fund, super- 
vises the lay staff of 35 persons, is responsible for pur- 
chasing, accounting, statistics, and maintenance, and is 
an ex-officio member of the Board of Directors and the 
Medical Advisory Council. 


PHYSICIAN REQUIREMENTS FOR HEALTH 
CENTER APPOINTMENT 


Applications from physicians interested in a position 
on the Health Center staff are received by the Medical 
Director for review. An appointment is made for a per- 
sonal interview. The application, together with interview 
blank, is then referred to the Director of Medicine or the 
Director of Surgery for review of the applicant’s record 
of training and experience. The application with the 
director’s comments is then passed on to the chairman 
of the Committee on Professional Standards of the Medi- 
cal Advisory Council, for review by his committee. Final 
approval is given by the Medical Advisory Council. 

The general qualifications are as follows: 1. The appli- 
cant must be a graduate of a medical school approved by 
the Council on Medical Education and Hospitals of the 
American Medical Association at the time of his gradua- 
tion. 2. He must have completed an internship of at least 
one year in a hospital approved by the Council on Medi- 
cal Education and Hospitals of the American Medical 
Association or its equivalent in military service. 3. He 
must be licensed to practice in the State of New York. 
4. He must be registered with the Education Department 
of the State of New York. 5. He must be a member in 
good standing of his county medical society. 6. He is 
required to carry a minimum of $25,000/$75,000 mal- 
practice insurance. 7. He must furnish proof of good 
-noral character. 

The specific qualifications are as follows: A general 
medical physician must have a staff appointment in the 
inpatient or outpatient department of a voluntary or 
municipal hospital approved by the Joint Commission 
on Accreditation of Hospitals (which consists of repre- 
sentatives from the American College of Physicians, 
American College of Surgeons, American Hospital Asso- 
ciation, American Medical Association, and Canadian 
Medical Association). A specialist must be certified by 
the American board in his respective specialty, or he 
must have an appointment as attending or associate 
attending physician in a hospital approved by the Coun- 
cil on Medical Education and Hospitals of the Ameri- 
can Medical Association for resident training in that 
specialty. 

OPERATION OF THE PLAN 

The medical staff of the Health Center is comprised 
of 175 physicians, of whom 30 are general practitioners 
and 145 are specialists. Fifteen general practitioners, 
averaging nine hours each per week, and 75 specialists, 
averaging three hours each per week, participate in active 
clinic assignments. The medical-technical staff consists 
of 13 registered nurses, 4 laboratory technicians, 3 x-ray 
technicians, 2 physiotherapists, 2 pharmacists, 2 regis- 
tered medical record librarians, 1 optometrist, and 1 
registered medical social service worker. 

The Health Center began to provide medical care on 
Oct. 25, 1950, for 35,000 hotel workers, ranging in age 
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from 18 to 85, who are employed in 180 New York City 
hotels and 52 concessions. Two-thirds of the hotel em- 
pl >yees are male, and the median age is 47. The 10 local 
unions that comprise the New York Hotel Trades Coun- 


TABLE 1.—Age and Sex Distribution of 9,729 Patients Using 
the Health Center from Jan. 1, 1952, Through Oct. 31, 1952 


Are Distribution No. % 

Sex Distribution 


TABLE 2.—Medical Services at the Health Center for 
Two Years Ending Dec. 31, 1952 


1951 1952 
No. of Times 

Service Pertormed 


Clinie Services 

Admitting (started May 1, 1051)... 6,362 11,133 
5,616 7,300 
Arthritis and rheumatism *.... - 611 268 
Dermatology and syphilology t..................... 3,100 2,745 
Endocrinology and metabolism *................... oe 
Gastroenterology (includes gastroscopie exami- 

Neurology and psychiatry *.... 
Obstetrics and gynecology..... 1,308 1,619 
Peripheral vascular Giseases..........ccccccscesccces 1,457 1,566 
Physical medicine—consultations ................000. 676 701 
Urology (includes cystoscopie examinations)...... 3,966 5,355 

Preplacement Examinations 508 244 
Diagnostic Procedures 
520 411 
Eye refractions (began Dec. 1, 1951)........... Re 74 1,658 
Chest microfilm roentgenograi... ae 7,683 4,820 
Ancillary Therapeutic Services 


* Clinie title discontinued during 1952. 

+ The syphilology service was transferred to the new social hygiene 
clinie during 1952. 

t Clinie title discontinued June 1, 1951. 
cil cover the various occupational groups in the hotel 
industry, numbering over 200 and representing the 
gamut of hotel employment. 

At the Health Center, the following medical services, 
in addition to diagnostic and therapeutic care, are pro- 
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vided: preplacement examinations, periodic examina. 
tions, physical examination to employees on return to 
work after illness or injury, and rehabilitation and health 
education for employees, including a nutritional pro- 
gram. Adequate medical records, industrial health re. 
search, analysis of health experience, coordination with 
community health programs, and collaboration with 
union and management all contribute to a healthful and 
safe working environment. 

A complete physical examination at the Health Center 
is conducted by a well-trained general practitioner, whose 
concern is health as well as disease, and is supplemented 
by a 70 mm. roentgenogram, urinalysis, and blood tests. 
The details of the examination are recorded, and 
definite action is planned, including follow-up and 
periodic rechecking of the patient. Any abnormalities 
requiring special attention are referred to staff specialists 
in the Health Center. Each general medical session js 
under the supervision of an internist, who acts as a con- 
sultant for his session. The number of patients served in 
each specialty clinic for the years ending Dec. 31, 195]. 
and Dec. 31, 1952, is shown in the following tabulation: 


1951 1952 
Otorhinolaryngology 1,855 1,617 
Dermatology and syphilolozy....................... 1,350 1414 
973 1,183 
Surgery (consultation and minor operations)...... 713 699 
Obstetrics and 703 727 
Physical medicine 675 604 
Peripheral vascular 531 40s 
501 49) 
Neurology and psychiatry....................0-cccee 334 407 
279 323 


Table 3 shows the diagnoses established for the year 
ending Dec. 31, 1952. A total of 20,980 diagnoses were 
made (an average of 1.89 diagnoses per patient). 

In line with the Health Center program of preventive 
medicine, a regular health information program is main- 
tained for members of unions that have contracts with 
the hotels. This takes the form of articles and pictorial 
features on Health Center activities appearing regularly 
in the “Hotel and Club Voice,” the weekly newspaper 
of the Hotel and Club Employees Union, Local 6. This 
paper is mailed to the homes of 27,000 of the 35,000 
hotel workers eligible for the center’s services. Other 
locals of the Hotel Trades Council send out pamphlets 
to their employees. Thus, not only the hotel members 
but their families as well receive the Health Center's 
message. Information is also released through the 
monthly newsletter, “This Month,” of the Hotel Asso- 
ciation of New York City and through the publications 
of the New York Hotel Trades Council, and pamphlets 
are distributed at the Health Center and insurance fund 
office on such subjects as prenatal care, heart disease, 
overweight and underweight, diabetes, tuberculosis, and 
blood bank services. 

In addition to the medical services rendered in the 
Health Center, we have given the following services out- 
side the center: in-hospital care, free ambulance service, 
visiting nurse service, and blood bank services. From 
Oct. 26, 1950, to Nov. 1, 1952, there were 1,306 hosp!- 
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tal admissions, of which 914 were surgical, 382 were 
medical, and 10 were maternity, with an average stay of 
9.9 days. 

There are, however, certain exclusions to Health 
Center care. They are as follows: (1) occupational dis- 
eases and injuries covered by workmen’s compensation 


Taste 3.—Most Prevalent Diagnoses for 1952, According to 
the International Classification 


No. of 
Code No. Diagnosis Diagnoses 
97 Obesity, not specified as of endocrine origin......... 728 
460 Varicose veins of lower extremities...........0.0s.0005 722 
44 Essential benign hypertension without mention of 
461 467 
-»;.3 Other muscular rheumatism, fibrositis, and myalgia 425 
396 Other diseases of ear and mastoid process........... 331 
475 Acute upper respiratory tract infection of multiple 
741 Synovitis, bursitis, and tenosynovitis without men- 
tion of occupational eee 289 
610 Of 281 
370 Conjunctivitis and 262 
635 Menopausal SYMPtOMS 262 
388 OT OIG. 223 
310 Anxiety reaction without mention of somatie symp- 
472.1 Acute pharyngitis, 184 
293 Anemia of unspecified 169 
Nai6 Sprains and strains of sacroiliac region.............. 166 
514 Deflected nasal 163 


or similar legislation; (2) service-connected disabilities 
in cases of veterans who are entitled to care through 
government facilities, such as the Veterans Administra- 
tion; (3) conditions requiring highly specialized treat- 
ment or confinement to special institutions. Among these 
are acute alcoholism, addiction to drugs, treatment of 
tuberculosis when a sanatorium or special hospital is 
required, mental or nervous disorders that demand long- 
term care, and chronic diseases that must be treated in 
specialized institutions; (4) home care, with the excep- 
tion of emergency calls to determine need for hospital- 
ization; (5) deep x-ray therapy for malignant lesions; 
(6) special or private duty nursing care; and (7) surgery 
or electrolysis for cosmetic reasons. 


HEALTH CENTER AS A SUPPLEMENTARY INSTITUTION 


The services at the Health Center are offered to the 
hotel employees in an effort to help them reestablish 
their health and encourage them to further individual 
effort for improvement of their personal circumstances, 
socially, ethically, and financially. All costs are met by 
the employer. If an employee has a private physician, 
the center cooperates with him in every possible way by 
lurnishing his patient with diagnostic and special serv- 
ices, including laboratory and roentgenographic proce- 
dures. All reports of our examinations are, on request, 
forwarded to the referring physician, and, if additional 
information is requested, every endeavor is made to 
comply with the request. A sincere effort is made to 
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cooperate with physicians in private practice to main- 
tain the principle of proper patient-doctor relationship. 
We supplement existing community services by cooperat- 
ing with all hospitals and departments of health and wel- 
fare of the city as well as private social agencies. 


CHOICE OF PHYSICIAN 


No sick hotel employee is compelled to visit the Health 
Center. In order that the proper patient-physician rela- 
tionship may be established, any person must be per- 
mitted a free choice of physician. Every effort is made 
at our Health Center to provide such an opportunity. If 
for any reason a patient becomes dissatisfied with the 
assigned physician at the time of his first visit or subse- 
quent visits, he has only to indicate that such is the case, 
and another physician is assigned to determine whether 
the situation can be improved. No effort is made to urge 
professional services, medical or surgical, on a patient. 
It is recognized that for successful outcome of a medical 
problem as much depends on the patient’s attitude 
toward and confidence in the physician as on the dis- 
pensing of a pill or the use of the scalpel. 


FINANCIAL ASPECTS 


Medical service at the Health Center is provided with- 
out charge to eligible patients, except for prescriptions 
filled in the Health Center pharmacy. Staff physicians 
are paid on an hourly basis at the Health Center. In cases 
in which hospital medical or surgical treatment is au- 
thorized by the Health Center, the physician is reim- 
bursed by the Health Center in accordance with a fee 
schedule equivalent to the Blue Shield Plan (United 
Medical Service of New York City). Each patient hos- 
pitalized has Blue Cross coverage through the insurance 
fund. As stated earlier, the funds for the entire welfare 
program are provided by employer contributions, which 
consist of 3% of the weekly payroll of each contributing 
member hotel and concession and which are allocated 
for the insurance fund. 


TABLE 4.—Comparative Costs and Utilization of the Health 
Center for the First Two Years of Operation* 


At Health Away from 
Center Health Center Total 
Year Year Year Year Year Year 


Ending Ending Ending Ending Ending Ending 
Oct. 31, Oct. 31, Oct. 31, Oct. 31, Oct. 31, Oct. 31, 
1951 1952 1951 1952 1951 1952 
Cost (before $486,819.53 $508,688.34 $53,594.55 $65,837.05 $540,414.08 $569,525.39 
depreciation) 


Cost per pa- 8.25 7.71 xeee oeee 9.16 8.72 
tient visit t 

Cost per en- 14.46 14.57 1.59 1.91 16.05 16.48 
rollee } 

No. of visits 6.18 6.00 
per patient 

No. of visits 1.75 1.89 


per enrollee 


* Number of patients served: for the year ending Oct. 31, 1951, 9.547; 
for the year ending Oct. 31, 1952, 10,882; total number of different patients 
served in first two years: 14,936. 

+ Patient Visits (exclusive of preplacement and special examinations): 
for the year ending Oct. 31, 1951, 59,009; for the year ending Oct. 31, 1952, 
65,324. 

t Monthly average of enrollees: for the year ending Oct. 31, 1951, 
33,668; for the year ending Oct. 31, 1952, 34,562. 


CONCLUSIONS 


In August, 1952, in recognition of the medical stand- 
ards of the Health Center, this organization was certified 
by the American Foundation of Occupational Health 
and the Industrial Medical Association. This industrial 
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health program benefits both the employer and the em- 
ployee. The advantages to employees include reduction 
of occupational illness by early discovery of diseases, 
less absenteeism for illness, and an improvement in the 
worker’s personal health, which contributes to greater 
satisfaction in life. The employer minimizes his labor 
turnover, has maximum job production by less absentee- 
ism, and maintains better union-management relations. 
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The wheel has been accepted as a fundamenta 
example of progress, its component parts recognized fo, 
their individual contribution to the entity. Through the 
cooperative efforts of management, labor, and the medi. 
cal profession, problems will be solved rather thap 
created. These powers form the spokes of the whee! of 
industrial health achievement. 


501 W. 50th St. (19). 


EFFECT OF STREPTOMYCIN IN SYNOVIAL TUBERCULOSIS OF THE KNEE 


William S. Smith, M.D. 


Robert W. Bailey, M.D., Ann Arbor, Mich. 


Bony ankylosis has long been the desired end-result 
in tuberculosis of a joint. It is generally believed that the 
pathological process has the best opportunity of becom- 
ing and remaining arrested when ankylosis occurs. Joint 
motion, on the other hand, is precarious with regard to 
progression and relapse. Therefore, one must assume that 
any drug therapy must eventuate in complete eradication 
of the infection unless osseous ankylosis is still to be con- 
sidered as the desired end-result. . 

Drug therapy and its limitations in chronic infection 
of bone alone are becoming more clearly recognized. The 
presence of decreased local vascularity, massive fibrosis, 
necrosis, sequestrums, and other encapsulated foci would 
lead one to expect poor results in drug therapy. These 
conditions result in failure to obtain satisfactory local 
levels at the source of the infection. When critically 
analyzed, little evidence exists to warrant any conclusions 
that such therapy is beneficial in cases of long-standing 
osseous tuberculosis. On the other hand, in synovial 
tuberculosis local vascular conditions would seem to 
favor increased local availability of the drug. 

Streptomycin has been shown to exert a definite bac- 
teriostatic effect on tubercle bacilli in vivo under certain 
conditions. For this reason and in view of the circum- 
stances listed, the means of obviating ankylosis and 

simultaneously arresting infection are at least within the 
realm of possibility. Bickel and co-workers ' have re- 
ported beneficial effects in two cases of synovial tuber- 
culosis proved by biopsy. These cases were followed 6 
and 18 months, respectively. Two cases of synovial 
tuberculosis treated by streptomycin plus synovectomy 
were described by Smith and Yu.’ Streeten ** obtained 


From the Department of Surgery, Orthopedic Section, University 
Hospital. 

1. Bickel, W. H.; Young, H. H.; Pfuetze, K. H., and Norley, T.: 
Streptomycin in Tuberculosis of Bone and Joint, J. A. M. A. 137: 682- 
687 (June 19) 1948. 

2. Smith, A. De F., and Yu, H. I.: Streptomycin Combined with 
Surgery in the Treatment of Bone and Joint Tuberculosis, J. A. M. A. 
142: 1-7 (Jan. 7) 1950. 

2a. Streeten, D. H. P.: Tuberculosis of Joints and Serous Membranes: 
Treatment with Local Alkalinization and Streptomycin Administration, 
South African M. J. 23: 777-782 (Sept. 17) 1949; 800-804 (Sept. 24) 
1949, 

3. Bosworth, D. M., and Wright, H. A.: Streptomycin in Bone and Joint 
Tuberculosis, J. Bone & Joint Surg. 34A: 255-266,(April) 1952. Bosworth, 
D. M.; Wright, H. A., and Fielding, J. W.: The Treatment of Bone and 
Joint Tuberculosis: Effect of 1-Isonicotinyl-2-Isopropylhydrazine: A Pre- 
liminary Report, ibid. 34A: 761-771 (Oct.) 1952. 

4. Harris, R. I.; Coulthard, H. S., and Dewar, F. P.: Streptomycin 
in the Treatment of Bone and Joint Tuberculosis, J. Bone & Joint Surg. 
34A: 279-287 (April) 1952. 


beneficial effects with local alkalinization and strepto- 
mycin therapy, but the follow-up period is of insufficient 
duration to warrant conclusions. Recently Bosworth,’ 
Harris,* and others summarized their results in large num- 
bers of persons with bone and joint tuberculosis. 

Owing to the fact that tuberculous synovitis is a 
manifestation of a generalized disorder, all but one of the 
five patients in this report were under sanitarium care. In 
the fifth case, complicated by pregnancy, the home situa- 
tion was considered ideal for treatment. All cases were 
proved by cultures for tubercle bacilli and by animal 
inoculation of aspirated joint fluid. The dose of strepto- 
mycin varied between 1 and 2 gm. per day administered 
parenterally for a total of 90 to 120 days. The roentgeno- 
grams demonstrated no osseous involvement prior to 
treatment. All patients were immobilized in plaster for 
several months to a year. In the more recent cases 
p-aminosalicylic acid was used as an adjunct in strepto- 
mycin therapy, since its effect in preventing resistance of 
tubercle bacilli to streptomycin seems well founded. The 
daily dose varied between 9 and 12 gm. of sodium and 
potassium p-aminosalicylic acid given orally. 


REPORT OF CASES 


CasE |.—In September, 1945, a 33-year-old man with known 
pulmonary and urogenital tuberculosis was referred to the 
Orthopedic Section with a complaint of atraumatic swelling 
of the left knee. Guinea pig inoculation of fluid aspirated from 
this joint resulted in recovery of tubercle bacilli. The erythro- 
cyte sedimentation rate was 55 mm. per minute. A definite 
program of treatment was outlined, but the patient refused 
these recommendations and signed a release from the sani- 
tarium against his physician’s advice. 

Because of pulmonary and central nervous symptoms in 
October, 1946, he had returned to a sanitarium and then was 
referred to the University Hospital for reevaluation. About 
one year had elapsed since his previous examination. The knee 
was still boggy, there was slight flexion deformity, and atrophy 
of both thigh and calf was marked. Roentgenograms at this 
time, as in 1945, showed rather diffuse osteoporosis about the 
left knee, but there was no evidence of osseocartilaginous de- 
struction. Further studies confirmed the presence of active 
minimal pulmonary tuberculosis and active right renal tuber- 
culosis. The renal tuberculosis was treated by nephrectomy, 
from which the patient made an uneventful recovery. The 
synovial tuberculosis was combated with continuous immobili- 
zation, with removal of the plaster at three month intervals 
for x-ray examinations, none of which revealed true bone 
involvement. Sanitarium care was resumed after hospital dis- 
charge. 
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One year later, in 1947, symptoms and signs of meningeal 
jrritation made their appearance and analysis of the cerebro- 
spinal fluid confirmed the clinical diagnosis of tuberculous 
gitis. Intrathecal and parenteral administration of strepto- 
mycin were combined, 0.2 gm. daily for 36 days in the former 
case and 1 gm. daily for 137 days in the latter. The patient 
made a complete recovery from the meningitis but unfortu- 
nately carries residual permanent eighth nerve deafness as a 
result of streptomycin toxicity. Immobilization of the knee was 
continued for another year. 

For the past five years he has been on a program of full 
knee activity without any difficulty. There has been no pain 
with unrestricted activity, the erythrocyte sedimentation rate 
has remained normal, and there has been complete disappear- 
ance of osteoporosis on the roentgenograms. Clinically there is 
no residual periarticular thickening and no evidence of redun- 
dant synovium or effusion. Full extension is present actively 
and passively, but flexion remains limited to 90 degrees. There 
is no residual thigh or calf atrophy. There was fine retro- 
patellar crepitation present for the past three years, probably 
on the basis of chondromalacia of the patella. 

Case 2.—In November, 1948, a 5-year-old boy was admitted 
to a nearby hospital for “lung congestion” following measles. 
The intracutaneous tuberculin test was positive, and chest 
roentgenograms revealed a juvenile pulmonary tuberculosis in- 
volving the left upper lobe and left hilar lymph nodes. Search 
for tubercle bacilli in sputum and gastric washings was nega- 
tive. At the parents’ insistence the child was released after a 
short period of hospitalization and in general felt well except 
for occasions of slight fever. 

A sudden atraumatic onset of effusion of the left knee made 
its appearance in August, 1948, and was closely followed by 
pain and stiffness of the knee. In November, 1948, when con- 
sultation was sought at the University Hospital, examination 
of the left knee revealed a typical boggy effusion with limita- 
tion of the extremes of flexion and extension of the knee. Fluid 
aspirated from the left knee produced tubercle bacilli on cul- 
ture. Chest roentgenograms demonstrated left hilar lymph- 
adenopathy and extensive tuberculous involvement of the left 
upper lobe unassociated with cavitation. 

Immobilization of the left knee was started immediately after 
aspiration in Nove.aber, 1948. When the presence of tubercle 
bacilli was demonstrated, streptomycin therapy was instituted. 
A total of 60 gm. of streptomycin was given parenterally 
during the next 30 days in divided daily doses. For the next 
82 days | gm. of dihydrostreptomycin was administered paren- 
terally every 12 hours. After completion of this course of 
therapy sanitarium care was instituted, and the program con- 
sisted of rest and immobilization. Repeat roentgenograms of 
the knee at three month intervals exhibited osteoporosis, but 
there was never any evidence of osseocartilaginous erosion. 
During this time the patient improved generally, with increase 
in Weight, arrest of the pulmonary tuberculosis, and return to 
normal of the elevated erythrocyte sedimentation rate. 

In August, 1950, on his return for orthopedic evaluation, 
there was no evidence of effusion and periarticular thickening 
was minimal. Quadriceps atrophy was moderate. Since anky- 
losis has been the aim of treatment in tuberculous joint in- 
volvement, arthrotomy was performed. The joint exhibited no 
visible abnormality. The synovium was not hyperemic, and 
there was no evidence of pannus formation. The articular 
cartilage was smooth and glistening; there was no erosion or 
fibrillation. Because of the implications of drug therapy in this 
case, a search for subchondral tubercle formation was carried 
out. No such foci were found. After subchondral investigation 
had been made, no other alternative than arthrodesis was left. 
This Operative procedure was performed with great care to 
avoid damage to the epiphyseal cartilage. Histopathological 
examination revealed no evidence of tuberculous osseocarti- 
laginous damage or tuberculous synovial reaction. Tissue 
cultures for specific organisms were negative. 

Case 3.—In September, 1945, this woman, then 21 years 
old, was admitted to the Michigan State Tuberculosis Sani- 
larlum with moderately far advanced reinfection of pulmonary 
tuberculosis. It was recognized at that time that she had definite 
tuberculous involvement of the third and fourth lumbar verte- 
brae, and shortly after institution of sanitarium care she was 
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placed on a Stryker frame. In November, 1946, a large pelvic 
abscess was punctured, and posterior colpotomy was produc- 
tive of 300 cc. of purulent material from which tubercle bacilli 
were cultured. She recovered slowly from the gynecologic pro- 
cedure and was returned to the sanitarium, where she remained 
until April, 1948. During this time she remained on a Stryker 
frame and received general care. 

Beginning in April, 1948, the patient noticed swelling 
of the right knee. Material aspirated from the knee revealed 
tubercle bacilli on both culture as well as animal inoculation. 
Streptomycin, 0.5 gm. intramuscularly, was given twice 
daily for three months. It is interesting to note that at the time 
of the onset of the lesion of the knee, the status of the pul- 
monary tuberculosis was considered much improved, as was the 
destructive process in the lumbar vertebrae. The erythrocyte 
sedimentation rate was normal. In May, 1948, a spinal fusion 
was performed for the tuberculosis of the vertebrae with an 
uneventful postoperative course. Immobilization of the right 
knee was continued for approximately one year. X-ray exami- 
nations given every three months failed to disclose evidence of 
osseous abnormality. In June, 1949, the patient was again 
studied at the University Hospital. The roentgenograms were 
again considered normal except for marked disuse osteoporosis, 
and it was believed, in view of the excellent response to the 
streptomycin-immobilization program, that knee exercise could 
cautiously be initiated and weight bearing started. Since that 
time her course with regard to the synovitis in the right knee 
has been one of progressive improvement. 

In November, 1952, she had no symptoms referable to the 
chest, back, knee, or pelvis. She had been walking without 
support, with unrestricted activity, for about two years, and 
exhibited a full, complete range of active and passive motion. 
There was approximately % in. atrophy of the thigh with % 
in. atrophy of the right calf. There was no effusion, capsular 
thickening, or retropatellar crepitation. There was no increased 
heat or redness about the joint. X-ray examination again 
failed to reveal any evidence of osseous abnormality, and the 
osteoporosis previously ascribed to disuse had disappeared. 
Various roentgenologists have interpreted the present films as 
entirely normal. The erythrocyte sedimentation rate remains 
normal. 

Case 4.—A 26-year-old student from India complained of a 
tender swelling along the right side of his neck in February, 
1949. There was a history of occasional fever and headaches; 
there were no pulmonary symptoms. A firm, fixed, 5 by 5 cm. 
supraclavicular mass was excised for diagnostic purposes. 
Grossly this was an enlarged lymph node from which, on both 
guinea pig inoculation as well as on culture, Mycobacterium 
tuberculosis hominis were demonstrable. A sinus tract from 
this operative wound subsequently developed and continued to 
discharge tubercle bacilli. In June, 1949, the patient noted a 
mass over the right anterior chest wall superficially located 
just lateral to the sternum in the region of the second costo- 
chondral junction. This mass was 4 cm. in diameter and had 
a boggy consistency. Diagnostic aspiration revealed tubercle 
bacilli. In addition a swelling in the region of the left pisiform 
at the flexor carpi ulnaris insertion was found, and from this 
area tubercle bacilli were recovered. Sanitarium care was in- 
stituted, the wrist was immobilized, and he was given dihydro- 
streptomycin and p-aminosalicylic acid (sodium) parenterally. 
Dihydrostreptomycin was administered in 0.5 gm. doses daily 
for 120 days. 

Within four and one-half months of treatment the chest and 
neck sinuses healed. There was never any specific evidence of 
involvement of the pisiform by a tuberculous process, and it 
was concluded that the lesion in this area had affected pri- 
marily the tendon sheath. After eight months he left the 
sanitarium against medical advice. 

Three weeks later, January, 1951, the patient reappeared at 
the University Hospital with complaints of pain, swelling, and 
limitation of motion in the right knee, which had been present 
for three days. (It is interesting to note that the joint roent- 
genographic surveys made in June, 1949, revealed no evidence 
of involvement of either knee.) Similarly x-ray examination of 
the right knee at this time failed to demonstrate any osseous 
abnormality. Typical cultures of Myco. tuberculosis were 
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grown from material aspirated from the knee. The extremity 
was immobilized in plaster, and the man immediately returned 
to the sanitarium, where he remained until June, 1951. Strepto- 
mycin therapy was reinstituted to complete a course of 2 gm. 
daily for a 60 day period. Also, administration of p-amino- 
salicylic acid was resumed, as was the general program of 
bed rest. After four months, immobilization was discontinued, 
activity of the knee joint was begun, and there was no evidence 
of effusion or of periarticular thickening. Roentgenograms re- 
vealed only the osteoporosis secondary to disuse. Recheck 
roentgenograms taken 26 months after the appearance of the 
effusion demonstrated no osteoporosis or erosion. Clinically 
there is still limitation of flexion at 70 degrees but extension is 
full. There is approximately % in. thigh atrophy. There is 
some periarticular thickening. The sedimentation rate is nor- 
mal. The patient has gained weight and has no complaints. 
The other areas of tuberculous involvement mentioned have 
remained arrested. At examination the left wrist at the present 
time is normal. The man has had a full college schedule for 
the past year and a half and is active in intramural athletics. 


CasE 5.—A 24-year-old white housewife complained of the 
spontaneous atraumatic start of pain and swelling of the left 
knee in November, 1949. After a month of increasing symp- 
toms, diagnostic aspiration of the knee was carried out. 
Tubercle bacilli were recovered from the fluid on culture as 
well as animal inoculation. Complete system-symptom review 
as well as roentgenograms of the chest and knee and the sedi- 
mentation rate were normal. Intracutaneous tuberculin tests in 
various dilutions to 1:1,000 were positive. Repeat sputum 
analyses and gastric washings did not disclose tubercle bacilli. 
The leg was immobilized in plaster, and, because the facilities 
were ideal, she was returned home on a program of bed rest 
and dihydrostreptomycin, 1 gm. intramuscularly daily, plus 9 
gm. of p-aminosalicylic acid (sodium) orally. 

On completion of a 90 day streptomycin-p-aminosalicylic 
‘regimen, she returned to the hospital. Clinically the knee re- 
vealed no evidence of effusion but there was minimal synovial 
thickening. Because of the course exhibited by the cases pre- 
viously presented, it was believed immobilization could be 
discontinued. She was started on a program of active knee 
exercise and graduated weight bearing on the left lower ex- 
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tremity. Roentgenograms of both chest and knee revealed no 
abnormalities apart from the osteoporosis. 

At present, three years since institution of treatment, she is 
carrying on full activity as a housewife, limited in the las 10 
degrees of flexion, but other than this clinical and X-ray 
examination show a normal knee. 


SUMMARY AND CONCLUSIONS 


Five cases of synovial tuberculosis of the knee proved 
by demonstration of tubercle bacilli from aspirated join 
fluid are presented. All patients were treated with strepto. 
mycin and have been followed from nearly three to six 
years. On a theoretical basis, the local vascular conditions 
in synovial tuberculosis are favorable for the effectiye 
use of streptomycin. Streptomycin exerts a definite bene- 
ficial effect on the course of synovial tuberculosis of the 
knee. In none of these cases presented was osseocartila- 
ginous tuberculosis observed before treatment. Of great 
significance is the fact that none of the patients have 
shown x-ray evidence of osseocartilaginous erosion since 
institution of therapy. In one case in which arthrotomy 
was performed one year after streptomycin administra- 
tion there was no gross pathological, bacteriological, or 
histological evidence of tuberculosis in the synovium, 
cartilage, or subchondral bone. The implication is that 
streptomycin may eventuate in obliteration of tubercu- 
lous infection within the synovium. Whether this is com- 
plete remains to be seen in longer follow-up studies. If 
eradication is incomplete, it remains further to be seen 
whether the minute trauma of activity resulting from 
continued motion will eventuate in exacerbation. Also, 
the question of exacerbation of the synovial tuberculosis 
or the perpetuation of the infection through incomplete 
antimicrobial therapy remains to be answered by observ- 
ing this as well as similar series for several years. 


Convulsions appearing for the first time late in life may 
presage the appearance of the more obvious manifesta- 
tions of progressive brain damage by tumors, vascular 
disease, or degenerative diseases. It has therefore become 
current teaching that, when seizures develop in adult- 
hood, they are usually expressions of some serious under- 
lying disease with grave prognostic implications.’ This 
has led to a justifiable attitude that the appearance of 
seizures warrants a careful search to detect the structural 
lesion responsible for the seizures. The frequent failure 
to discover the etiological agent, however, leaves the 
physician with a disquieting uncertainty as to whether 
there still remains some destructive process that his diag- 
nostic methods have failed to uncover. 


Owing to lack of space, the bibliographic references have been omitted 
from THE JouRNAL and will be included only in the author’s reprints. 

Read at the meeting of the New York Neurological Society and Section 
of Neurology and Psychiatry of New York Academy of Medicine, Nov. 10, 
1952. 

From the Neurological Section, Bronx Veterans Administration Hos- 
pital, Bronx, N. Y., and the Department of Medicine (Neurology), Cornell 
University Medical College. 


SIGNIFICANCE OF GRAND MAL SEIZURES DEVELOPING IN PATIENTS 
OVER THIRTY-FIVE YEARS OF 


Louis Berlin, M.D., Mt. Vernon, N. Y. 


AGE 


The basic studies for the work-up of patients who 
develop seizures usually consist of a complete neurologi- 
cal examination, spinal tap, x-ray examination of the 
skull, and electroencephalogram, in addition to the 
procedures to determine the general physical status. It 
is relatively simple to decide on additional diagnostic 
procedures and to estimate the prognosis when the grand 
mal seizures are associated with abnormalities in the 
neurological status or general condition. There are 
adults, however, who manifest no neurological dysfunc- 
tion other than grand mal seizures and whose simple 
laboratory studies fail to reveal the cause of the seizures. 
They pose the question of what structural lesions are 
responsible for their seizures and whether more than the 
simple diagnostic procedures are indicated in the investi- 
gation of the cause of the seizures. In order to evaluate 
the diagnostic and prognostic implications of the late 
onset of seizures and to assess the need for special diag- 
nostic procedures in the absence of other findings, it was 
decided to review the records of 125 ambulatory men 
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whose grand mal seizures appeared for the first time at 
or after 35 years of age. Twelve patients had associated 
psychomotor seizures. 

The age of onset of seizures ranged from 35 to 67 
years, and the seizures had been recurring for from 6 
months to 29 years (table 1). It is to be observed that 


Taste 1—Years Elapsed After Onset of Seizures Without — 


Neurological Abnormalities 


Age at Duration of Seizures, Yr. 

_ 1 23 45 67 89 10-14 15-19 20-25 25+ Patients 
35-39 13 12 8 8 3 4 6 4 1 59 
40-44 8 3 3 3 2 3 3 25 
45-49 3 6 2 2 3 2 ea 1 19 
50-4 1 5 1 1 1 2 . 11 
55-59 3 1 1 ‘“ 1 6 
60-64 1 1 os 1 es in 3 
2 oe ee 2 
Total 29 30 15 15 9 12 9 5 1 125 


66 out of 125, or 53%, were observed for four or more 
years after the onset without the progressive development 
of signs of focal neurological damage. In three patients 
reversible focal neurological signs did develop during 
the course of their illness, but these signs were probably 
unrelated to the process that caused the seizures. In one 
patient, whose seizures started at the age of 40, hemi- 
paresis followed apoplexy 14 years later, when he was 
54, Another patient had transient hemiparesis following 
ahead injury at the age of 52, three years after the onset 
of seizures. In a third patient facial palsy developed 
following a head injury at the age of 55, 18 years after 
the onset of the seizures. 

Pneumoencephalography is often advocated as part of 
the examination of a patient with the late onset of seizures 
in the effort to detect a brain tumor. Fifty-four patients 
had pneumoencephalograms, three had ventriculograms, 
and one had an arteriogram from 6 months to 15 years 
after the onset of seizures (table 2). There were four 
clearly abnormal pneumoencephalograms. One patient 
had a cyst in the region of the body of the right lateral 
ventricle and another had a diffusely dilated ventricular 
system, both apparently resulting from severe closed 
head injuries sustained over 10 years before the pneumo- 
encephalogram was made. Neither patient showed any 
disturbance of function other than seizures. One patient, 
who had been having severe uncontrolled seizures for 10 
years, had a widely dilated ventricular system. That was 
the only patient with both impaired mental function and 
pneumoencephalographic abnormalities. In the three 
ventriculograms made, the only abnormality, a dilated 
lateral ventricle, was found in the patient in whom the 
left hemiparesis developed at the age of 54, 14 years after 
the onset of seizures. The one arteriogram was normal. 
Hence in patients with normal neurological status, 
normal spinal fluid, and normal results of x-ray exami- 
nation of the skull, not one tumor was detected by 
encephalography. 

It is well known that a normal pneumoencephalogram 
does not preclude the presence of a tumor. Twenty-nine 
cases of brain tumors with normal encephalograms 
and/or arteriograms have been reported.’ In this group, 
there were 15 patients with seizures. Fourteen out of the 
15 patients with seizures had had Jacksonian seizures 
alone or in combination with grand mal seizures. They also 
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had some other clinical, spinal fluid, or x-ray indication 
of a destructive lesion of the brain. Only one patient had 
grand mal seizures without other evidence of focal ab- 
normality, and in that patient aphasia and hemiparesis 
developed 10 months after the onset of seizures. 

It has been repeatedly asserted that tumors are the 
commonest cause of seizures in this age group." It has 
been estimated that from 29 to 45% of patients with 
brain tumors have seizures,* and about 15% have seiz- 
ures as their initial symptom.‘ In one series ° of 316 cases 
of brain tumor, of 68 patients with seizures, only 13 had 
seizures for more than one year without other signs of 
brain tumor. It is not clear how many had had Jacksonian 
seizures. 

It is not enough to know that seizures occur in brain 
tumors; instead the type of seizure and the constellation 
of associated symptoms and findings that would consti- 
tute the criteria for the diagnostic consideration of and 
intensive search for a brain tumor should be defined 
when the presenting complaint is that of seizures. There- 
fore in an effort to clarify the relationship of the seizures 
to brain tumor, I reviewed my own series of 81 supra- 
tentorial primary and metastatic tumors, 2 abscesses and 
1 tuberculoma, all confirmed at operation or autopsy. 
In these cases, 39 patients or 46% had seizures prior to 
operation. Twenty-three, or 59% of patients with seiz- 
ures, had Jacksonian seizures (with or without grand mal 
attacks), which indicated a focal lesion. Nevertheless, 
three patients with focal seizures had normal pneumo- 
encephalograms, one, one, and four years, respectively, 
after the onset of seizures, and one had a normal ven- 
triculogram and arteriogram one year after onset. All 
four had frontal gliomas. In the presence of a parietal 
astrocytoma that had caused grand mal seizures for 
three years and Jacksonian seizures for three months, 
one arteriogram disclosed no abnormality. 


TABLE 2.—Number of Years After Onset of Seizures 
That Pneumoencephalograms or Ventriculograms 


Were Made 
Age at Years After Onset Total 
¥r. 0-1 2-3 4-5 6-7 8-9 10-14 15-19 Patients 
85-39 10 10 5 1 27 
40-44 5 1 3 1 11 
45-49 1V 3 1 1 1 
55-59 1 1 
Total 17 18 6 6 2 2 1 57 


* The results of the tests were abnormal in these cases. 
+ The V indicates that a ventriculogram was made. All other figures 
indicate the number of pneumoencephalograms. 


In this entire series, six patients (7%) had been 
having grand mal seizures from two to six years without 
demonstrating additional neurological abnormalities. 
There were three temporal and two parieto-occipital 
astrocytomas and one sphenoid ridge meningioma. Four 
patients had had normal pneumoencephalograms within 
two years after the onset of the seizures. Although some 
of these patients with grand mal seizures had electro- 
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encephalograms indicative of a focal abnormality, this 
alone could not serve as an indication for surgical inter- 
vention in the absence of any other findings but might be 
an additional warning that careful observation was 
required. 

On the basis of these observations it appears that over 
85% of patients with seizures due to brain tumors will 
have either Jacksonian seizures or other evidence of 
tumor within one year after the onset of the seizures. 
Furthermore, although a small number of slow-growing 
brain tumors may cause grand mal seizures for several 
years before producing any other abnormalities, it seems 
highly unlikely that pneumoencephalography, ventricu- 
lography, or arteriography will reveal the tumor at that 
early stage in development when all other clinical signs, 
study of spinal fluid, and x-ray examination of the skull 


TABLE 3.—IJnterval Between Onset of Seizures and 
Psychological Tests 


Age at Years After Onset When Tests Were Made Total 
Onset, — —~ No.of 
¥r. -—1 2-3 4-5 6-7 8-9 10-14 15-19 20-25 Patients 
35-39 10 9 2 3 1 25 
40-44 2 5 2 2 1 12 
oe ind 1* 
45-49 2 1 2 2 1 1 9 
50-54 1 1 1 3 
7° 1* 
55-59 2 2 
Total 15 19 4 8 4 1 1 1 58 


* Indicates number of patients in whom psychological testing revealed 


signs of structural cerebral disease. 


TaBLeE 4.—Years Elapsed Between Closed Head Injuries 
and Onset of Seizures 


Duration of Years Before Onset 
= 


Coma After Injury 1-4 5-9 10-14 15-19 20+ 
2 2 2 3 
2 2 on 1 


reveal no abnormalities. From this it appears that only 
the presence of Jacksonian seizures and progressive 
neurological deficit substantiated by abnormalities of the 
spinal fluid and skull roentgenograms justify the intensive 
search for a brain tumor as part of the investigation of 
the seizures. 

Because of the inference that the onset of grand mal 
seizures in adult life may also mark the development of 
some degenerative process, the mental status of these 
patients was evaluated. A total of 58 patients had a bat- 
tery of psychological tests consisting of a Wechsler- 
Bellevue test, Rohrschach test, Bender-Gestalt test, 
Goldstein-Scheerer form sorting test, and a diagnostic 
memory scale (table 3). Of this group only five patients 
showed a significant degree of impaired mental function 
indicative of structural brain disease, but in no patient 
was it severe enough to require indefinite hospital- 
ization. In addition, there were four other patients who 
gave evidence of intellectual impairment as demonstrated 
by defects of memory, calculations, and abstraction 
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during the course of the clinical mental status examina. 
tion. It is of some interest that two of those with menta| 
disturbances were having seizures at least once a week, 
but the mental status improved as the seizures were 
brought under control. Hence only 9 patients of 125 may 
be considered to have manifested some deterioration jn 
their mental status. 

All these patients had at least one spinal fluid exami- 
nation. The only abnormality consisted of increased 
protein, ranging from 63 to 123 mg. per 100 cc. in 12 
patients. The highest value occurred in one patient who 
died in status epilepticus without any significant abnor- 
mality being found at postmortem examination. The 
other abnormalities found were also associated with 
hypertension and minute traumatic softenings of the 
brain. 

Electroencephalograms were made for 109 patients. 
Thirty-five per cent had dysrrhythmic records, but this 
did not materially aid in ascertaining the cause or man- 
agement of the seizures. This is in accord with other 
observations ° that the late onset of seizures is associated 
with a low incidence of electroencephalographic abnor- 
malities. 

Among the most significant factors contributing to the 
production of the seizures were closed head injuries, 
alcoholism, and hypertensive cardiovascular disease. 
Fourteen patients had had severe closed head injuries 
without gross sequelae other than epilepsy (table 4). The 
interval between the time of the injury and the onset of 
seizures ranged from a few months to 20 years. In this 
whole group, 20 patients indulged in alcohol in excess 
prior to development of their seizures. Twelve patients 
had hypertension and/or coronary artery disease. In 40 
patients severe closed head injuries, alcoholism, hyper- 
tension, and coronary artery disease, alone or in various 
combinations, preceded the onset of seizures. If these are 
factors contributing to the production of seizures, then 
there still remains a minimum of 84 patients, or 67%, 
in whom no chronic systemic or neurological disease was 
discernible as a cause of the seizures. 

Five patients died from 2 to 15 years after the onset 
of the seizures. One patient died at age 50, in status 
epilepticus, 15 years after onset of the seizures. The brain 
showed no gross or microscopic lesions other than fresh 
ventricular needle tracts. Another patient died at age 53 
of rheumatic heart disease, 15 years after the onset of 
seizures. The only abnormality consisted of a cribriform 
state of the basal ganglions. One death eight years after 

onset of seizures was attributable to metastatic carcinoma 
of the thyroid, but the brain showed only multiple small 
traumatic softenings on the surface of the frontal lobes. 
Another patient died two years after the onset of seizures, 
of a reticulum cell sarcoma. One year prior to death, 
results of examination of his spinal fluid, psychological 
tests, and a pneumoencephalogram had been normal. 
Shortly before his death, there were 12 “lymphocytes” 
in the spinal fluid. The brain showed no gross abnormal- 
ities, but in the meninges there was a thin layer of large 
round cells resembling reticulum cell sarcoma that was 
thought to be of recent origin. In one case in which death 
was attributable to hypertension and coronary artery 
disease, there was no examination of the brain. 
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COMMENT 

It has been implied that one of the most important 
diagnostic considerations in the late onset of grand mal 
seizures is that of brain tumor; however, only 5% of 
intracerebral tumors persist for more than one year with 
grand mal seizures as the only clinical abnormality. Less 
than 20% of patients with seizures of all types resulting 
from brain tumors go more than one year without mani- 
festing other clinical signs of tumors. It is recognized that 
patients with slow-growing brain tumors may have grand 
mal seizures for many years with no other abnormalities, 
but in these instances contrast air studies also fail to 
reveal any abnormality. In such cases vigilant follow-up 
is necessary to detect the unfolding of further signs of 
brain tumor. 

In evaluating the factors that contribute to the develop- 
ment of grand mal epilepsy under the conditions set here, 
it was found that 33% of the patients had associated 
alcoholism, hypertensive cardiovascular disease, and/or 
severe closed head injuries. Even if to this group is added 
15% of patients who have grand mal seizures due to 
brain tumors without other findings, there still remains 
over 50% of patients who have no demonstrable cause 
for the seizures. This coincides with the data of Lennox * 
who, in a series of 1,676 male patients with “physi- 
ologic” epilepsy and 528 with “organic” epilepsy, found 
125 cases of “physiologic” epilepsy and 55 cases of 
“organic” epilepsy with the onset after 35 years of age. 
It therefore appears that there exists a group of patients 
who begin to have seizures late in life without any ap- 
parent cause. These persons show no abnormalities of the 
mental, neurological, spinal fluid, or x-ray examinations 
of the skull. Pneumoencephalographic and ventriculo- 
graphic studies fail to shed any additional light on a 
structural lesion under these circumstances. The prog- 
nosis for sustained good functioning in these persons is 
excellent. 

Even if the contributing factors of alcoholism, head 
injury, and hypertensive cardiovascular disease are con- 
sidered in this group of patients, the favorable prognostic 
implications of grand mal seizures in the absence of other 
clinical, spinal fluid, or roentgenographic abnormalities 
are apparent. Only 9 out of 125 patients showed some 
degree of intellectual impairment, and out of 66 patients 
followed for 4 or more years, none had neurological focal 
signs and only 3 showed evidence of mental difficulties. 
The current teaching that seizures developing late in life 
are indicative of seme destructive process should be 
challenged. Although each patient with grand mal con- 
vulsions should be carefully investigated to determine 
the cause of the seizures, when examination of the spinal 
fluid, x-ray examination of the skull, and the clinical 
examinations reveal no abnormalities, air studies also 
fail to reveal any tumor. All these patients should be 
carefully followed to determine any new findings. A few 
patients in the group will ultimately reveal the presence 
of a brain tumor, but when these are excluded it should 
be recognized that a large proportion of the patients in 
whom grand mal seizures developed late in life show no 
destructive process and have a long course without 
cerebral deterioration. Recognition of this group will 
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spare these patients the problems of morbid prognosti- 
cations and excessive or premature investigation by 
neurosurgical procedures. 


SUMMARY AND CONCLUSIONS 


The records of 125 ambulatory men who had had 
grand mal seizures starting at or after 35 years of age 
were reviewed. The seizures had been recurring for from 
6 months to 29 years. These patients had no significant 
abnormalities in their neurological status, spinal fluid, or 
roentgenograms of their skull at the onset of the seizures. 
Fifty-three per cent were observed four or more years 
after the onset of the seizures without showing evidence 
of progressive degeneration or destructive lesion of the 
brain. Only 5 out of 58 patients given psychological tests 
showed evidence of structural brain disease on these 
tests. Four other patients showed similar disturbances 
during the clinical mental status examinations. 

Hypertension, severe closed head injuries, and alco- 
holism contributed to the development of seizures in 
32.5% of these patients. No brain tumors were detected 
in this group, although 53 pneumoencephalograms and 
3 ventriculograms were made. They revealed only four 
atrophic lesions resulting from head injuries, intractable 
seizures, and one cerebral thrombosis that occurred 14 
years after the onset of seizures. 

About 85% of patients who have had seizures due to 
brain tumors have had either Jacksonian seizures or other 
indications of a focal lesion within one year after onset 
of the seizures. Less than 10% of brain tumors will 
cause grand mal seizures for more than one year without 
abnormalities in the clinical, spinal fluid, or skull roent- 
genographic examinations. At that stage in the develop- 
ment of a brain tumor when grand mal seizures are the 
only indication of a tumor, it seems unlikely that the pres- 
ent diagnostic procedures of pneumoencephalography, 
ventriculography, and arteriography will reveal the 
tumor. These patients will have to be carefully followed 
to detect any change in their findings before a space- 
occupying lesion can be detected. Although patients in 
whom grand mal seizures develop late in life should be 
carefully investigated and followed to determine the basis 
of the seizures, it should be recognized that in at least 
50% of patients who have grand mal seizures without 
other abnormal findings, no destructive lesion of the 
brain will develop, and they will have a long course 
without cerebral deterioration. 
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Intra-Arterial Transfusion.—Experimental data. . . . encour- 
aged us to use intra-arterial transfusion clinically for patients 
in severe shock, and we have now done so on more than 120 
occasions at the Kingston General Hospital. The cases included 
examples of exsanguinating operative and obstetric emergencies, 
gross traumatic shock in accident victims, severe burns, acute 
cardiac arrest, and operative shock, e. g., that associated with 
pneumonectomy. In addition, more recently, 2 patients with 
coronary thrombosis in severe hypotension and shock have 
been given intra-arterial transfusions. Our experience thus far 
has been entirely satisfactory; indeed, I am prepared to state 
categorically that intra-arterial transfusion is far superior to 
intravenous transfusion, both in the treatment of established 
shock and as a preventive measure in operations in which 
serious and sudden shock may occur.—D. L. C. Bingham, 
M.B., Ch.B., Shock, Journal of the International College of 
Surgeons, November, 1952. 
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SELECTION OF A SCREENING PROCEDURE FOR DETECTING OCCULT 
BLOOD IN FECES 


Albert I. Mendeloff, M.D., St. Louis 


There have been numerous reports comparing the 
reliability and sensitivity of the various tests used to 
detect occult blood in the feces, but there has been rela- 
tively little agreement as to which of the tests—guaiac, 
benzidine, or orthotolidine—has the requisite sensitivity 
and specificity that would make it the desirable screening 
procedure for routine use.’ This lack of agreement is in 
large part due to the lack of experimental data designed 
to answer the following question: What is the greatest 
quantity of blood lost into the upper gastrointestinal 
tract, either at a single hemorrhage or at a constant daily 
rate, which would consistently escape detection by these 
commonly employed tests, even if every stool passed 
were examined? 


TABLE 1.—Results of Tests for Occult Blood on the Feces 


Following 
Ingestion 
of Iron, 
Following Ingestion 180 Mg. 
of Blood Ferrous 
—~ Iron 
25 Ml. 50Ml. 100MI. Daily 
Me. GF 39 38 7 120 
Total No. of Stools......... en 87 89 16 248 


No. of Stools Giving Guaiac Reactions 


0 61 40 2 235 
1+ 15 23 2 8 
2+ 10 15 5 5 
3+ 0 8 5 0 
4+ 1 3 2 0 


No. of Stools Giving Benzidine Reactions 


0 28 22 2 169 
1+ 17 14 0 54 
2+ 15 18 1 16 
3+ ll 14 3 9 
4+ 16 27 10 0 


The problem of detecting blood lost into the lower 
colon is not so pressing, since the gross appearance of the 
stool and the relatively greater concentration of blood 
per gram of feces make even the least sensitive of these 
tests adequate for accurate screening. A reliable answer 
to the question formulated above has an important bear- 
ing on several phases of medical theory and practice, such 
as the early detection of upper gastrointestinal malig- 
nancy or the theoretical aspects of the pathogenesis of 
hypochromic anemia. It would seem that the only reason 
for doing determinations of occult blood in the feces is 
to be able to state that there has or has not been bleeding 
of a certain magnitude into the intestine. It is therefore 
necessary that a test with well-defined sensitivity be 


From the departments of medicine and preventive medicine, Wash- 
ington University School of Medicine, and the Barnes Hospital. 

1. (a) Peranio, A., and Bruger, M.: The Detection of Occuk Blood in 
Feces Including Observations on the Ingestion of Iron and Whole Blood, 
J. Lab. & Clin. Med. 38: 433 (Sept.) 1951. (b) Hoerr, S. O.; Bliss, W. R., 
and Kauffman, J.: Clinical Evaluation of Various Tests for Occult Blood 
in the Feces, J. A. M. A. 141:1213 (Dec. 24) 1949. (c) Schiff, L.; 
Stevens, R. J.; Shapiro, N., and Goodman, S.: Observations on Oral 
Administration of Citrated Blood in Man: II. Effects on Stools, Am. J. 
M. Sc. 203: 409 (March) 1942. 


employed. Furthermore, it is essential that the procedure 
of the test not require elaborate preparation of the patient 
and that the reagents employed show as little deterio. 
ration and variation as possible during routine use. As 
screening tests, such procedures should be standardized 
under conditions prevailing in the physician’s office, or 
in the average hospital clinical laboratory, rather than by 
highly-trained technicians using the facilities of a re- 
search laboratory. 

This report attempts to answer the above question, 
employing the gum guaiac test and the modified Greger- 
sen benzidine test. Since the effect of ingested iron 
preparations on the specificity of the guaiac reaction (but 
not of benzidine tests) has long been controversial, the 
experiments have been so designed that the control group 
ingested iron salts in addition to an unrestricted diet. 


PROCEDURE 


For the past three years, second year students at Wash- 
ington University School of Medicine, during their 
course in laboratory diagnosis, have cooperated in two 
types of experiment. All tests were carried out by the 
students under the supervision of their instructors. 

1. One-half of the subjects in each group, while on un- 
restricted diets, has received various quantities of human 
blood instilled through gastric tubes or swallowed. The 
other half of each group has taken an unrestricted diet 
plus ferrous sulfate or ferrous gluconate in various com- 
mercial preparations, at a dosage level providing 180 mg. 
of reduced iron daily, beginning with the first day of stool 
collection. From the time of ingestion of either blood or 
iron salts, all stools were saved for the following 64 to 
72 hours, with appropriate notation as to gross appear- 
ance and time at which defecation occurred. Representa- 
tive samples of each stool were analyzed by each of the 
following techniques: 

Guaiac Test.—A small piece of feces is spread out on 
filter paper, and two drops each of glacial acetic acid, 
95% ethanol solution of gum guaiac, and 3% hydrogen 
peroxide are added in that order. The color is read at 
five minutes and is graded as a 0 to 4 + reaction. 

Benzidine Test (Gregersen Modification).—A mixture 
of 0.025 gm. of benzidine base and 0.20 gm. of barium 
peroxide, as dry powders, is dissolved in 5 ml. of 50% 
acetic acid. A small piece of feces is spread on a white 
filter paper, and two drops of the reagent are mixed with 
it. The result is read at 15 to 30 seconds and graded as a 
0 to 4+ reaction. The reaction occasionally may fade 
rapidly after 30 seconds, turning brown. If benzidine 
dihydrochloride (0.025 gm.) is substituted for the ben- 
zidine base, the color produced is much more stable and 
thus easier to read. 

2. Eleven normal subjects ingested daily 15 ml. of 
packed red cells (equivalent to at least 30 ml. of blood) 
for periods of four to six days. Every stool passed was 
collected and analyzed by each subject with both tests 
as described. 
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In addition to these two experiments, a third investi- 

tion was carried cut, in order to compare the Gregersen 
test using benzidine base against a similar test employing 
benzidine dihydrochloride. Eighty-one stools from un- 
selected patients hospitalized on the medical and surgical 
wards were examined by these two tests as well as by the 
guaiac procedure, all tests being performed by a tech- 
nician in the routine hospital laboratory under my 
supervision. 

RESULTS 

The essential experimental data are recorded in tables 
1,2, and 3, and are self-explanatory. These experimental 
subjects had no disturbances in bowel function, and from 
table 1 it may be seen that the average number of stools 
per subject was similar in the blood-fed and iron-fed 
groups. Most of the negative tests in the group ingesting 
blood were due to the fact that the first stool passed had 
little opportunity for contact with the ingested blood; 
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homogenization of the stool sample and boiling to destroy 
peroxidases, was employed. Since the studies of others * 
have shown conclusively that blood ingested in quantities 
greater than 100 ml. will almost invariably result in 
strongly positive reactions to both tests, this study has 
been focused upon the effects of small amounts of “blood 
loss,” namely 25 to 50 ml. 

It is apparent from table 1 that a significant number of 
persons with “blood loss” in the stomach of 50 ml. on a 
single occasion will not be identified if every subsequent 
stool passed over a 72-hour period is examined by the 
guaiac technique. These findings are somewhat at vari- 
ance with reports in the literature, although Peranio and 
Bruger recently placed the lower limit of detectable loss 
at 20 ml. by this technique.’* With a “blood loss” of 25 
ml., a much higher percentage of the stools was negative 
to the guaiac test. It may, therefore, be stated that the 
critical level of blood loss for the guaiac test’s sensitivity 


TABLE 2.—Results of Parallel Tests on All Stools of Eleven Subjects During Daily Ingestion of Blood 


Reactions Each Day During Which Blood * Was Ingested 
A. 


Total 


Subject 1 2 3 4 5 6 No. of 
Benzidine Guaiac Benzidine Guaiac Benzidine Guaiac Benzidine Guaiac Benzidine Guaiac Tested 
Pe eee os 0 0 0 0 0 0 8+ 2+ 3+ 0 5 
0 0 3+ 3+ 1+ ose 7 
is 3+ 1+ 3+ 1+ 3+ 1+ 3+ 1+ ese 200 ee 
3+ 2+ 3+ 4+ 3+ 3+ 3+ 1+ 6 
0 0 1+ 0 3+ 1+ 3+ 1+ 2+ 0 5 
D..«absatesuasengnnnan sci 3+ pe 8+ 2+ 3+ 2+ 3+ 0 3+ 2+ 6 
3+ 1+ 1+ 44 1+ 4+ 1+ 3+ 1+ 5 
ons 3+ 1+ 44 2+ 44+ 2+ 4+ 2+ 2 6 
0 0 0 0 2+ 0 4+ 1+ 0 y 
owe 1+ 0 44 0 3+ 1+ 1+ 0 
Ravsiascinieueeuoae cn oe 0 0 0 0 3+ 0 3+ 0 2 0 5 
0 0 0 0 0 0 4+ 4+ 4+ 4+ 5 
3+ 0 3+ 0 3+ 3+ 3+ 3+ 8+ 1+ 6 
NE cicucturcntenseiedsneueinds 1.5 0.58 1.92 0.69 2.77 1.08 3.33 1.58 2.91 1.0 
Standard Deviation........... +16 + 0.78 +1461 0.85 + 1.16 #138 +0498 +1.241 + 0.86 
0.462 0.225 +0446 + 0.236 + 0.322 +0.310 +0148 +0.341 + 0.26 + 0.38 
1.77 4.5 6.08 4.73 6.65 
01 <0.001 <0.001 <0.001 <0.001 


* All subjects ingested daily 15 ml. of packed red blood cells daily, which is equivalent to 30 ml. of whole blood. 


from table 2 it would appear that it may take several days 
for complete admixture of administered blood with the 
stool. About 67% of the negative benzidine reactions 
and 45% of the negative guaiac reactions occurred with 
the first stool passed; this obviously affects seriously the 
over-all percentages of negative reactions. It was felt, 
however, that table 2 would serve to clarify this matter 
more adequately than would arbitrary exclusion of the 
first stool passed by every subject listed in table 1, since 
some of the first stools were strongly positive for blood. 
The hospitalized patients (table 3) were on medical and 
surgical wards, and no attempt was made to correlate 
their clinical status with the tests of the stools. Table 3 
shows clearly that substituting benzidine dihydrochloride 
for benzidine base does not alter the sensitivity or 
specificity of the Gregersen test in any way. 


COMMENT 


_ The experiments described were carried out in a de- 
liberate attempt to simulate the actual practice of stool 
examination among practitioners and laboratory tech- 
nicians. None of the refinements of technique, such as 


lies between 25 and 50 ml., i. e., the test cannot be relied 
on to detect with consistency single blood losses in the 
stomach of less than 25 ml. 

The benzidine test showed, as expected, fewer negative 
tests in the stools passed by those ingesting 25 and 50 
ml. of blood; its use resulted also in a much greater 
percentage of 3 + and 4 + reactions than was the case 
with the guaiac test. The critical amount of ingested blood 
required for the Gregersen test to become positive is 
usually set at 3 to 5 ml.*¢ 

Since the critical level for the guaiac test seemed to lie 
between 25 and 50 ml. of blood “lost,” 11 normal sub- 
jects were fed daily 15 ml. of packed red cells, equivalent 
to at least 30 ml. of blood, over a period of four to seven 
days. In table 2 may be seen the complete record of all 
stools examined. It is apparent that in the majority of 
cases, the guaiac test failed to give more than a 1 + 
reaction, and in one subject, every stool passed was 


2. (a) Schiff.1¢ (5) Leiboff, S. L.: Detection of Blood by Means of 
Benzidine Dihydrochloride, J. Lab. & Clin. Med. 14: 1187 (Sept.) 1929. 
(c) Bramkamp, R. G.: Benzidine Reaction: Some Observations Relating 
to its Clinical Application, ibid. 14: 1087 (Aug.) 1929. 
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guaiac-negative, whereas the benzidine test gave 3 or 4 + 
reactions in at least two stools for each subject. Statistical 
analysis of the results obtained with the two tests on the 
same stools reveals clearly (a) the superior sensitivity of 
the Gregersen benzidine test, and (b) the smaller vari- 
ance of the results of this test as compared with those of 
the guaiac test. The statistical significance of the advan- 
tages of the benzidine test over the guaiac test increases 
with each successive day of the experiment, becoming 
relatively constant after the third day of the experiment. 
The stability of the results after the third day emphasizes 
once again the danger of drawing conclusions on tests of 
stools for the presence or absence of ingested materials 
unless the experimental conditions have been in oper- 
ation for at least three days. Studies of steatorrhea have 
led to this same conclusion.* It is obvious that a single 
random stool sample from any of these subjects, “losing” 
blood slowly but regularly into the upper intestine, might 
give a negative test for blood by either method, but this 
possibility is much greater with the guaiac test than with 
the Gregersen benzidine reaction, and the probability 
that two or more such successive stools would be negative 
to the benzidine test is very low. 


TABLE 3.—Comparative Readings of Three Tests on Stools 
of Hospitalized Patients 
Gregersen 


Gregersen Test with 
Test with Benzidine 


No. of Benzidine Hydro- Guaiac 
Stools Base chloride Test 
0 0 0 
1+ 1+ 0 
2+ 2+ 0 
2+ 2+ 1+ 
3+ 3+ 2+ 
Total = 81 


Is this significant blood loss? A total of 20 ml. per day 
for a month is 600 ml. of blood; 30 ml. per day is 900 ml. 
per month. It has been adequately demonstrated that the 
suggested human daily requirement for iron, 15 mg., is 
not so easy to obtain from food as was formerly thought; 
in studies with radioiron in normal subjects Moore and 
Dubach * found that only 10% of food iron is probably 
absorbed. If, then, there is added to the difficulty of 
assuring adequate iron intake the difficulty of demon- 
strating “minor” blood loss in the feces by the commonly 
used guaiac test, it becomes very difficult to defend the 
concept of “idiopathic” hypochromic anemia, when 
based solely on negative guaiac reactions, even on re- 
peated stool samples. 

It has been claimed * that the benzidine test is too 
sensitive for ordinary use, giving many false positive 
reactions in subjects on ordinary diets. The sensitivity of 
the test seems to depend very specifically on proportions 


3. Black, D. A. K.; Bound, J. P., and Fourman, L. R. P.: Fat Absorp- 
tion in Tropical Sprue, Quart. J. Med. 16: 99 (July) 1947. 

4. Moore, C. V., and Dubach, R.: Observations on the Absorption of 
Iron from Foods Tagged with Radioiron, Tr. A. Am. Physicians 64: 245, 
1951. 

5. Hoerr.2» A Syllabus of Laboratory Examinations in Clinical Diag- 
nosis: Critica! Evaluation of Laboratory Procedures in Study of Patient, 
Han, T. H., editor, Cambridge, Harvard University Press, 1950, pp. 304-307. 

6. Deleted on proof. 

7. Needham, C. D., and Simpson, R. G.: The Benzidine Test for Occult 
Blood in Faeces, Quart. J. Med. 21: 123 (April) 1952. 
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between the benzidine and sources of peroxide, as welj 
as on the type of peroxide used, as Leiboff has shown.» 
The modified Gregersen test used here has achieved g 
satisfactory adjustment of these factors. If one considers 
the subjects taking large doses of iron, plus meat-contain- 
ing diets, as controls, one observes that of 248 stools 
examined, 68% were negative, 22% were 1 +-, 6% 
were 2 +, and 4% were 3 +. In other words, 10% of 
these control stools (passed by 6% of the contro! sub- 
jects) showed benzidine reactions of 2 + or 3 +. With 
the guaiac test the comparable figure is 2%. It might be 
maintained that this is too high a percentage of false 
positive reactions. A screening procedure must be made 
sensitive enough so that no falsely negative reactions 
occur, and there is simply no wav in which this can be 
accomplished without a certain accompanying percent- 
age of falsely positive reactions. Benzidine does not give 
a reaction with iron, but occasionally may be weakly 
positive when the diet contains very large amounts of 
meat, especially liver; boiling a small fecal specimen for 
two to three minutes has been suggested *» as a method 
of eliminating false positive reactions due to peroxidases, 
which conceivably are the most frequent source of error. 
In my opinion, the percentage of false positive reactions 
to the Gregersen test is not impressive; a reaction at the 
2 + level of sensitivity indicates that blood loss is prob- 
ably occurring and that repeated stool analyses are 
needed; these should be performed on a boiled aqueous 
suspension of feces. In this connection, it should be 
pointed out that the significant feature of table 3 is that 
the stools of five patients gave 2 + Gregersen reactions 
with negative guaiac tests. Based on the experience de- 
scribed above, at least four of these five subjects are 
losing blood into the gastrointestinal tract, and they 
would not have been identified by routine use of the 
guaiac test alone. 

In a recent critical analysis of the modified Gregersen 
benzidine test, Needham and Simpson‘ point out that 
the test is simple, well-standardized, free of uncertainty 
due to the deterioration of hydrogen peroxide, and 
almost independent of falsely-reacting articles of diet 
appearing in the stools. These authors used benzidine 
hydrochloride instead of benzidine base; the color re- 
action with the dihydrochloride is more stable than with 
the base, and, as may be seen from table 3, it does not 
differ appreciably from the base in sensitivity or speci- 
ficity. The notorious reputation for over-sensitivity en- 
joyed by the benzidine test, which is still commonly used 
in this country, does not apply to this modified Gregersen 
procedure, possessing as it does only one-fifth the sensi- 
tivity of the unmodified test employing benzidine base 
and hydrogen peroxide. According to these authors, two 
important factors influencing the results of experiments 
of this type are (1) the dilution of blood lost into the 
intestine by the volume of feces passed, and (2) the 
undoubted fact that some blood lost in this way is ab- 
sorbed in passing through the small bowel. With regard 
to the first factor, very large stools, which might dilute 
admixed blood, are rarely encountered in patients with 
gastrointestinal bleeding unless they are obviously bloody 
or tarry. In the experiments reported here no obvious 
changes in stool volumes were noted. The second factor 
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pears some relation to the first, since a smaller stool 
represents a slighter degree of dilution of the blood lost, 
but because of normal or delayed intestinal motility, 
some of the blood in the lumen may be absorbed in pass- 
ing caudad. In an interesting study, Andrews and Oliver- 
Gonzalez * found that 15% to 70% of small amounts of 
ingested blood could not be accounted for in the feces. 
Since the studies reported here contain parallel analyses 
of the same fecal specimen by both tests, the two factors 
above described should affect these results equally. 

In conclusion, it appears that the Gregersen modifi- 
cation of the benzidine test, at the 2 + level of sensitivity, 

rformed as described here, is a far more adequate 
screening test than is the guaiac procedure for the pur- 
pose of detecting occult blood in the feces. Based on these 
studies, the guaiac test will regularly fail to detect 25 ml. 
of blood loss into the upper gastrointestinal tract, and 
will often fail to indicate losses of 50 ml. Even daily 
losses of 30 ml. of blood may not be detected by the 
guaiac test performed on every stool sample for five to 
six days. These data make quite understandable recent 
expressions of dissatisfaction with the ability of this test 
to detect occult bleeding presumed to be associated with 
proved gastrointestinal malignant lesions.° False positive 
reactions do not present a serious problem with the ben- 
zidine test as herein performed. 


SUMMARY AND CONCLUSION 
1. After one ingestion of 25 ml. of blood by 39 sub- 
jects, negative or 1 + guaiac reactions were recorded in 
87% of 87 stools collected over the subsequent 72 hour 
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period. Negative or 1 + benzidine reactions (Gregersen 
technique) were recorded in 50% of these same 87 
stools. 

2. After a single ingestion of 50 ml. of blood by 39 
subjects, negative or 1 +- guaiac reactions were recorded 
in 70% of 89 stools collected over the subsequent 72 
hour period. Negative or 1 + benzidine reactions were 
recorded in 40% of these same 89 stools. 

3. Of 248 stools passed by 120 subjects while taking 
ferrous iron, 180 mg. daily, plus a meat-containing diet, 
10% (from 6% of subjects) gave benzidine reactions 
greater than 1 +; 2% gave guaiac reactions greater than 
1+. 

4. When 11 normal subjects ingested 15 ml. of packed 
cells (equivalent to at least 30 ml. of blood) daily for 
five to six days, the stools of no one subject failed to show 
benzidine reactions greater than 1 + on two or more 
days. The stools of four subjects failed to show guaiac 
reactions greater than 1 +, and one subject passed five 
daily stools that were guaiac negative. The difference 
between the benzidine reactions and the guaiac reactions 
is statistically highly significant. The Gregersen modifica- 
tion of the benzidine test, in which benzidine dihydro- 
chloride and barium peroxide are used, possesses marked 
advantages over the guaiac test as a screening procedure 
for detecting occult blood in the feces. 


Euclid Ave. and Kingshighway (10). 


8. Andrews, J. S., and Oliver-Gonzalez, J.: Quantitatiwe Determination 
of Blood in Human Feces, J. Lab. & Clin. Med. 27: 1212 (June) 1942. 

9. Mason, E. W., and Belfus, F. H.: Detection of Occult Blood as a 
Routine Office Procedure, J. A. M. A. 149: 1526 (Aug. 3) 1952. 


Aging and senile patients often do not sleep well at 
night, a therapeutic problem for the physician. This in- 
somnia may be the result of a natural diminution in sleep 
requirement, a part of the natural process of aging. It 
may, on the other hand, be a symptom of various psy- 
chiatric disorders, or it may be the result of physical 
disease, such as dyspnea or cough from cardiac failure 
or pulmonary disease, pain from duodenal ulcer, osteo- 
arthritis, or nocturnal muscular cramps, or nocturia 
associated with prostatic disease or urinary tract infec- 
tion. These patients not only may sleep poorly but, as the 
darkness and relative quiet of the night reduces their 
contact with and appreciation of their surroundings, 
may become agitated and confused, a process accentu- 
ated by the diminished cerebral oxygenation and metab- 
olism associated with rest in the recumbent position. To 
teassure themselves of their surroundings, they may 
wander around in search of familiar objects and indulge 
In ceaselets rummaging through drawers and closets or in 
other confused activity. When there is severer loss of 
Contact, delusions, illustons, and hallucinations may 


USE OF HYPNOTICS IN AGING AND SENILE PATIENTS 
A CLINICAL STUDY OF DORMISON : 


Philip R. A. May, M.D. 


Franklin G. Ebaugh, M.D., Denver 


appear. The patient may prowl the house in search of 
robbers or imaginary enemies, or there may be shouting, 
sereaming, cursing, or outbursts of violence. Patients who 
are in good contact with their surroundings by day may be 
unmanageable at night, and if the patient is actually 
confused, deluded, or hallucinated during the day, he is 
usually worse at night. Disturbances are especially liable 
to occur when the patient is removed from familiar sur- 
roundings, when visiting away from- home or on first 
admission to a hospital or a convalescent home. “Cat- 
napping” during the day may be sufficient to compensate 
for sleep lost during the night, but sometimes the patient 
may wear himself out or come to serious harm as a result 
of occurrences such as accidental falls or the injudicious 
lighting of fires or gas jets. 

The primary treatment of insomnia in the aging person 
is the treatment of the primary cause or at least the palli- 


The Dormison used in this study was supplied by the Schering Corpora- 
tion, Bloomfield, N. J. 

From the Colorado Psychopathic Hospital and the Department of 
Psychiatry, University of Colorado School of Medicine, Denver. 


953 : 
vell 
1,2 
1a he 
ers 
ols 
of 
ib- 
ith 
Ise 
wi 
e 
NS 
be 
it- 
ve 
ly 
of 
or 
ns 
re 
1S ws 
1S 
y 
e 
t 
and 
y 
t 


802 HYPNOTICS IN OLD PERSONS—MAY AND EBAUGH 


ation of aggravating factors, if possible, without recourse 
to the use of hypnotic drugs. The treatment of insomnia 
due to duodenal ulcer, heart failure, or nocturia from 
prostatic hypertrophy should be the proper medical man- 
agement of the disease, not a large dose of a hypnotic. 
Even if the primary cause of the insomnia is irremediable, 
simple symptomatic relief measures, such as use of mild 
analgesics for the relief of the pain of osteoarthritis or 
antitussic agents for relief of chronic cough, may prove 
effective. 

When the patient has obvious physical disease that 
keeps him awake and is not obviously psychotic, the 
proper treatment is clear, but even if the patient is obvi- 
ously psychotic and there is no obvious physical disorder, 
thorough physical examination and appropriate treat- 
ment are essential. It is often forgotten that senile and 
arteriosclerotic patients, because of their diminished 
reserve, are apt to have toxic, delirious reactions with 
severe insomnia as a result of disease processes, infec- 
tions, or toxemias that would not affect an ordinary 
person. Attention to proper hydration and nutrition, 
correction of vitamin deficiencies, and the treatment of 
infections (cellulitis, low grade bronchopneumonia, and 
renal tract infection are common offenders) are most 
important. 

In patients in whom there is no treatable physical ill- 
ness, conservative treatment is safest. A warm, but not 
too hot, bath before retiring may produce sufficient re- 
laxation so that use of hypnotics may be avoided, and in 
some cases rolling himself up in a cocoon of blankets in 
bed may have a similar effect on the patient. In a hospital, 
formal hydrotherapy may be used. Nocturnal disturb- 
ances may sometimes be avoided by leaving a light on in 
the patient’s room during the night. 

Use of hypnotic drugs should be avoided as much as 
possible, since there is more danger of toxic reaction in 
older persons. This is the opinion of various workers, as 
shown by the following statements: “It is the general 
impression of most workers in the field that toxic states 
are produced more easily in people of advanced years.”* 
“Barbiturate dosage should be considerably reduced for 
senile patients because they frequently become mentally 
confused on these drugs. . . . Barbiturates often behave 
abnormally in the aged, either depressing the respirations 
more than usually or excessively exciting or depressing 
the higher centers.””* “The happiest solution for insomnia 
in the aged is for the aged individual to find something to 
do—tread, play solitaire, etc.—while the younger mem- 
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bers of the family are getting their needed sleep. Certainly 
one should be very chary of employing hypnotics in these 
oldsters for they sometimes react in a very excited man. 
ner to these drugs: the bromides and barbiturates seem to 
be the worst offenders in this respect.”* “ . . . recoye 
from symptoms of chronic barbiturate poisoning may be 
incomplete in elderly debilitated individuals. . . . Bro. 
mides should be used with great care, if at all, in patients 
with advanced arteriosclerosis.”* “Chloral hydrate , ,_ 
has to be used with caution in the debilitated and old.” 
Lundy and Osterberg,° in their review of the literature op 
the barbiturates, point out the decreased tolerance of 
those of advanced age for barbiturates and state that, 
since toxic effects may occur with therapeutic doses, they 
should be administered with caution, especially if the 
elderly person has pulmonary or renal disease. Even the 
use of alcohol, often lauded as a safe hypnotic, is accom- 
panied by dangers. “Pathological intoxication . . . is not 
infrequently seen in the senile.” 

Potential dangers are associated with any therapeutic 
agent. Their mere existence should not be a deterrent to 
using a drug when necessary, provided the hazards are 
clearly recognized. It may be said with some degree of 
truth that a drug is as safe as the physician who uses it, 
Hypnotic drugs may and should be used in aging and 
senile persons in certain definite situations, when the 
conservative measures mentioned prove insufficient. 
They should be used only under strict medical super- 
vision, with careful observation for warning signs of 
toxicity and with strict attention to maintenance of ade- 
quate fluid intake and nutritional and electrolyte balance. 

When a patient is disturbed in his behavior or is 
dangerous to himself or others at night only, judicious 
use of an hypnotic may make possible use of a con- 
valescent home, when it would otherwise be necessary to 
arrange permanent institutionalization in a hospital or 
mental hospital. In hospital practice, hypnotics may be 
useful in patients whose insomnia is leading to exhaustion 
or whose nocturnal behavior is grossly disturbing to other 
patients. 

It must be recognized that there is no such thing as an 
absolutely safe hypnotic. According to Gunn, “It is idle 
to expect that a drug which has sufficient pharmacologi- 
cal activity adequately to depress the brain will not fail 
in larger doses to spread its actions. The history especi- 
ally of hypnotics reveals a procession of drugs which have 
been introduced—with the claims that they are ‘thera- 
peutically active’ but ‘non-toxic’ and not a single 
example has entirely lived up to this twofold recom- 
mendation.”* The best that can be done is to select a 
short-acting drug that is readily metabolized, that has a 
wide margin of safety between the therapeutic and toxic 
doses, and that has a relative freedom from lack of side- 
effects. Paraldehyde is generally and justifiably regarded 
as the safest hypnotic for elderly persons; its vile taste and 
the repellent smell that lingers on the breath for 24 hours 
or longer after a single dose are the main drawbacks to 
its use. The persistent odor on the breath tends to create 
a false sense of security by producing the false impression 
that paraldehyde is excreted by the lungs, when actually 
about 80% is detoxified by the liver. Recently, we have 
studied the use of a new type of hypnotic, Dormison, 
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which has proved in our experience to be as safe as 
araldehyde for older patients but lacks its disagreeable 


taste and smell. 


DORMISON 

Dormison (3-methyl-1-pentyn-3-ol), unlike other 
hypnotics in common use, with the exception of paralde- 
hyde, contains only carbon, hydrogen, and oxygen and 
is not related to the opiates, the barbiturates, or chloral 
pydrate. It resembles paraldehyde in being a liquid, 
aliphatic, non-halogen compound with the same number 
of carbon atoms, but it is otherwise not related to it. 
Pharmacological studies * show that Dormison has a high 
margin of safety. The lethal dose in rats (L.D. 50) is 
about 80 times the effective dose in man, and respiratory 
depression is not produced in dogs by doses correspond- 
ing to 70 times the effective dose in man. It is short-acting 
and rapidly metabolized; after intravenous administra- 
tion in dogs no drug could be detected in the blood after 
two hours. In acute and chronic toxicity tests, no organic, 
tissue, or metabolic disturbances due to the drug could 
be detected, and no undesirable effects were noted. In 
animals, Dormison has a highly specific hypnotic effect. 
Even large doses did not produce anesthesia, analgesia, 
antispasmodic activity, or vasomotor, cardiac, or respira- 
tory depression. 

Preliminary clinical reports of the use of Dormison by 
Margolin and co-workers,’ Gangemi,’® Allen and Kron- 
gold,'' and Hirsh and Orsinger ** have confirmed its 
efficiency, rapid onset of action, and relative lack of side- 
elects. Hirsh and Orsinger '* report that 78% of 195 
patients receiving doses of 100 to 500 mg. went to sleep 
within two hours and that 86% of 120 patients slept for 
five hours or longer. Best results were obtained with 
doses of 300 to 800 mg. Of those given 500 mg., 93% 
were asleep in one hour and 97% in two hours; 92% 
slept five hours or longer. Side-effects were noted in only 
8 of 195 patients: 5 complained of hang-over, 2 of 
nausea, and 1 of a bad taste in the mouth. Cumulative 
toxic effects, drowsiness, ataxia, and dizziness, were re- 
ported only when the drug was used as a sedative, not 
when used as an hypnotic only.’® None of these reports 
has dealt with the use of the drug in elderly persons, 
except that of Gangemi,’® who administered it to three 
patients with cerebral arteriosclerosis, abandoning its use 
when two became excited after single doses of 250 mg. 
He noted, however, that the occurrence of excitement 
may have been coincidental, since these patients had 
been excited from time to time before they were given 
Dormison. 


METHOD AND MATERIALS 


Composition of Test Group.—It was apparent from 
the preliminary reports that short action, low toxicity, 
telative lack of side-effects, and stupefacient action were 
potential advantages that might make Dormison ex- 
tremely useful in aging and senile patients. Accordingly, 
Dormison was tested as an hypnotic in 52 patients aged 
61 or over. All were in a psychiatric hospital during the 
lime of administration of the drug, the majority being in 
the wards for more seriously disturbed patients, and only 
five were not psychotic. Seventeen patients were in the 
age group 61 to 70, 20 were in the group 71 to 80, and 
15 Were over age 80. The average number of nightly 
tials was 6.4 for each patient, and the average total dose 
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was 8.19 gm. The longest trial was that in a 74-year-old 
patient, who was given 21.25 gm. over 26 nightly trials 
in 29 days. The largest total dose was 33.5 gm. given 
over 12 nightly trials in 12 days to a 65-year-old man 
with a manic psychosis. The oldest patient was a 90-year- 
old man, who was given 14.75 gm. in 13 nightly trials 
over 13 days. The dose range tested was from 0.25 to 
2.25 gm. 

Method of Administration.—Dormison is available in 
250 mg. capsules and as an elixir containing 62.5 mg. 
per cubic centimeter. At present, no form of Dormison 
is available for parenteral administration, and this study 
does not include patients who refused to take oral medi- 
cation. The elixir was used almost exclusively for the 
following reasons: 1. It is taken more easily than capsules 
by elderly persons. 2. It permits more flexible variation 
of dosage. 3. A large dose may be given as easily as a 
small one; it is impracticable to give large doses of 
Dormison in capsule form because of the large number 
of capsules that would have to be taken (e. g., 2 gm. 
equals eight capsules). 4. Psychiatric patients occasion- 
ally keep capsules in their mouth and spit them out later. 
They may even be saved for suicidal attempts. Use of 
the elixir eliminates these two problems. 

Capsules were given to only one patient, an irascible 
woman who spat out the elixir. Orders were written to 
allow a repeat dose to be given once during the night, if 
required, but an attempt was made to adjust the dose so 
that an optimum result would be produced without a 
second dose. Table 2 includes data on the frequency with 
which repeat doses were required. A “sleep chart” for the 
period 9 p.m. to 6 a.m. was kept for all patients. A nurse 
checked each patient every half hour, and if the patient 
was awake the corresponding half hour period was 
blocked in as “awake.” 

Hypnotic Effect and Efficiency of Dormison.—The 
hypnotic effect of a dose of Dormison was classified as 
“good” if the patient had six hours’ sleep or more after 
the drug was given. If the drug was given too late in the 
night to permit six hours’ sleep, a duration of five and 
one-half hours was classified as “good” if the patient 
went to sleep within an hour and slept without waking 
until 6 a.m. If the patient was not asleep within two 
hours, the result was classified as “poor,” regardless of 
the duration of sleep. In estimating the efficiency of an 
hypnotic drug, not only the optimum result but also the 
consistency with which this result is achieved must be 
taken into account. We considered that the drug had been 
“efficient” if the largest dose given to the patient pro- 
duced a “good” night’s sleep on 80% or more of the 
nights that it was used. 

RESULTS 

The main observations from this study are summarized 
in tables 1 and 2. Since all patients studied had been 
admitted to the hospital because they had definite psychi- 
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(Oct.) 1951. 

10. Gangemi, C. R.: Pharmacologic and Clinical Data on Dormison, A 
New Sedative Hypnotic, Internat. Record of Med. and G. P. Clinics 165: 
199 (April) 1952. 

11. Allen, A. W., and Krongold, D. D.: Dormison, A New Hypnotic, 
Quart. Bull. Sea View Hosp. 12: 61 (April) 1951. 

12. Hirsh, H. L., and Orsinger, W. H.: Methylparfynol—A New Type 
Hypnotic: Preliminary Report on Its Therapeutic Efficiency and Toxicity, 
Am. Pract. & Digest Treat. 3: 23 (Jan.) 1952. 


1953 = 
ainly 
these : 
man- 

M to 
very 
be 
Bro- 

€ On 
e of 
that, a 
they 

the 4 
the 
om- 
not 

utic 
t to 7 
are 
of 
it. 
ind 
the 
nt. 
er- 

of 
ce, 

is 
us 

or 
be 
yn 
er 
in 
le 
il 
i- 
‘ 
A 
| 
a 


atric disorders and were unmanageable at home, in a 
convalescent home, or in a general hospital, it is hardly 
surprising to find that larger doses of Dormison were 
required than in the other studies that have been re- 
ported, which dealt mainly with younger, undisturbed 
patients. From graphs in which therapeutic result was 
plotted against the dose of Dormison, we estimate that a 
dose of 1 gm. will produce an efficient result in 50% of 
psychotic aged persons and that a dose of 1.5 gm. will 
produce an efficient result in 75%. 


TABLE 1.—Relation Between Dose and Effectiveness of 


Dormison 
% Patients 

% Trials Showing 

Showing Good Efficient 

Dose, Gm. Result * Result * 
3 4 
93 88 
97 OF 


* The figures shown are cumulative, i. e., they indicate the percentace 
of good or efficient results obtained with the dose shown or a smaller 
one. These figures have been corrected to allow for patients in whom 
trial with the fuil dosage range was not possible. 


TABLE 2.—Relation of Effectiveness of Dormison to Type 
of Disorder* 


Average 
Dose Frequency of 
Required % of Need for 


for Patients Repeat Doset 
Efficient Showing 
No.of Result, Efficient %of No.of 


Diagnosis Patients Gm. Result Patients Nights 
Cerebral arteriosclerosis with 
aleoholism (not psychotic) 5 1.00 100 oe oe 


Cerebral arteriosclerosis with 
psychotie depressive reae- 


ee 2 1.50 100 
Cerebral arteriosclerosis with 
manic reaction ..........«¢ 1 2.25 100 


Other types of psychosis due 
to cerebral arteriosclerosis 
or senility (uncomplicated) 37 1.02 70 9 lin 2.3 


Psychosis due to cerebral 
arteriosclerosis or senility, 
complicated by additional 
7 1.75 29 43 lin 34 


52 1u1 69 13.5 1in2.5 


* The percentages shown have been calculated to two significant figures; 
their use does not imply that we are unaware of the danger of attaching 
too much significance to percentages in small groups. 


+ This column indicates the percentage of patients with the disorder 
listed who required a repeat dose for optimum results and the frequency 
with which a repeat dose was required by these patients. 


t Advanced carcinoma 38, uremia 1, heart failure and pulmonary in- 
farct 1, aplastic anemia 1, and thrombophlebitis 1. 


It has been our experience that the dose of Dormison 
required is related more to the psychiatric state of the 
patient, to the severity of the behavior disturbance, than 
to his age per se; for example, depressed and manic pa- 
tients required larger doses than patients who were either 
nonpsychotic or who had other types of psychosis. In 
comparing patients with similar degrees of psychiatric 
disturbance, it is found that patients aged 80 to 90 re- 
quire about the same dose as those aged 61 to 70. Our 
experience with patients below age 60, with the exception 
of those who are frail and feeble, indicates that there is 
little difference between young and old psychiatric pa- 
tients in the amount of Dormison required for a hypnotic 
effect. 
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These statements should not be construed as indicating 
that we advocate the reckless administration of larg: 
doses. The physical condition of the aging patient mys, 
be evaluated carefully, and, if it is found to be 200d, 4 
dose in the range of 0.5 to 1 gm. should be tried first, ny 
matter how disturbed the patient may be. If this is no; 
adequate, the dose may be increased with safety by 0,25 
gm. each night or two, until the desired efféct is obtained, 
We did not find it necessary to give more than 2.25 gm, 
to any patient in this study, and we did not find it neces. 
sary to give more than 1.75 gm. to any patient over 7) 
years old. Our one 90-year-old patient was given nine 
doses of 1.25 gm. each without ill effect. 

It should also be noted that we have been dealing with 
patients whose illness was so severe as to require admis. 
sion to a psychiatric hospital. Less disturbed persons wil| 
probably require smaller doses for an hypnotic effect, Jn 
patients who are seriously physically ill, poor results must 
be expected with Dormison, as with any other hypnotic 
drug. This serves to emphasize the fact mentioned previ- 
ously that the only really effective treatment of insomnia 
associated with physical disease is the proper treatment 
of that disease. 

Toxic effects were relatively rare and were confined 
largely to patients with serious physical disorders. One 
patient vo nited two doses of the elixir. This was a 
65-year-old man with intractable pain from terminal 
multiple myeloma, for which he was receiving large doses 
of meperidine (Demerol), who vomited spontaneously 
on several occasions. One patient, a severely disturbed 
67-year-old man with delirium associated with chronic 
pemphigus and metastatic carcinoma, tolerated single 
doses of 2 gm. satisfactorily but was objectively drowsy 
on the morning after it had been necessary to give two 
doses of 2 gm. to produce a good night’s sleep. On the 
next night he was given paraldehyde; two doses of 8 cc. 
were necessary to produce a good night’s sleep, and there 
was the same degree of drowsiness the next morning as 
had resulted from Dormison. Only two patients (3.8% ) 
complained of the taste of the elixir; one 87-year-old man 
said that it burned his throat, but he continued to take 
it, and one 78-year-old woman spat out the elixir but 
tolerated the capsules. We subsequently learned that the 
taste of the elixir may be disguised satisfactorily by 
mixing it with fruit juice. 

The experience of this study would suggest that Dor- 
mison is a reliable and relatively safe hypnotic for aging 
and senile persons. It appears to have about the same 
margin of safety as paraldehyde, without the disadvan- 
tages of a vile taste and persistent smell, so that it may 
be regarded as probably the hypnotic of choice for this 
group of patients. 


SUMMARY AND CONCLUSIONS 


Hypnotics should be given to aging and senile patients 
only when conservative measures and the treatment of 
physical illness have failed to relieve insomnia and then 
only if certain definite indications exist. The patienls 
must be carefully observed for signs of possible toxicity. 
Poor results may be expected in patients with compli- 
cating physical disorders. Despite the fact that the dose 
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of hypnotic required is related more to the degree of 
psychiatric disturbance and to the general physical con- 
dition of the patient than to his age per se, a relatively 
small dose should be tried at first, regardless of the 
degree of behavior disturbance. When an hypnotic is 
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required, Dormison may be regarded as probably the 
hypnotic drug of choice; it has a margin of safety com- 
parable to that of paraldehyde without the vile taste and 
persistent smell of the latter drug. 


1801 High St. (Dr. May). 


ANESTHESIOLOGY AS AN AID TO OTHER FIELDS OF MEDICAL PRACTICE 


John §. Lundy, M.D., Rochester, Minn. 


The term anesthesiology began to be used commonly 
about 1937 to designate a special field of medical prac- 
tice that included many activities ordinarily not con- 
sidered in the realm of anesthesia; the specialist in this 
new field was termed an “anesthesiologist,” rather than 
an “anesthetist.” The anesthesiologist’s primary concern, 
of course, is his work in the operating room; however, he 
can widen his field by assisting in the management of 
conditions other than those directly associated with sur- 
gical anesthesia. The anesthesiologist of the future must 
be better informed about many conditions, both common 
and uncommon, than he has been in the past. As an ex- 
ample, the anesthesiologist must be familiar with the ef- 
fects of administration of cortisone and corticotropin 
(ACTH). Since prolonged administration of cortisone 
may result in atrophy of the adrenal cortex and render it 
depressed or nonfunctioning, patients who have been re- 
ceiving cortisone must not be subjected to the stress of 
anesthesia and surgery until they have been properly pre- 
pared. Preparation consists of intramuscular administra- 
tion of cortisone in daily doses for an adult of about 100 
mg. for two or three days before surgery and on the day 
of operation. Administration of this amount is continued 
for two or three days after operation; the dose is then 
reduced gradually to the maintenance level. 

In view of the dangers inherent in the use of cortisone 
and corticotropin,’ the anesthesiologist, as well as the 
surgeon and internist, must be informed about these hor- 
mones. He must be prepared to give adrenocortical ex- 
tract to the patient during operation if necessary. For this 
purpose, it is hoped that a preparation of hydrocortisone 
suitable for intravenous use will be available m the future. 
The anesthesiologist must be able to recognize the atyp- 
ical picture of shock that occurs under such conditions 
and be cognizant of the lack of response to ordinary meas- 
ures in the treatment of such shock. He should obtain de- 
tailed information from either the patient or his relatives 
about any previous cortisone or similar hormonal treat- 
ment that the patient may have received. For various 
reasons the surgical team is not always informed when a 
patient has received cortisone. All efforts should be made 
to avoid this situation. 

If the anesthesiologist wishes to be as helpful as pos- 
sible in alleviation of pain, he must investigate the various 
analgesic drugs and their doses, indications, contraindi- 
cations, and antidotes; for example, in cases of attempted 
suicide from an overdose of morphine, the antidote 
N-allyinormorphine should be administered. Stimulants, 
supportive therapy (such as use of oxygen), and some- 
times artificial respiration, are required to counteract the 
effects of overdoses of the barbiturates; in such cases the 
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anesthesiologist can be extremely helpful. He may also 
be useful when resuscitative measures are required, as in 
the newborn. Use of the laryngoscope naturally leads to 
use of a bronchoscope or use of a long woven-silk catheter 
for aspiration of material in the air passages. Ability to 
perform such procedures permits the anesthesiologist to 
be of real value in emergencies when the services of a 
bronchoscopist cannot be obtained or when there is no 
bronchoscopist at all. The anesthesiologist’s ministrations 
may be lifesaving to patients who have become extremely 
anoxemic from an overdose of an anesthetic agent or 
from respiratory obstruction. Such patients may become 
decerebrate and will either die or become mentally inca- 
pacitated if prompt and adequate treatment is not given. 
These patients have responded well to use of concentrated 
serum albumin,’ but this material is expensive. The use of 
a 20% salt-free solution of dextran accomplishes about 
the same results at approximately one-tenth of the cost of 
the serum albumin. 

The anesthesiologist can perform diagnostic and thera- 
peutic nerve blocks when pathways of pain must be de- 
termined so that treatment, either surgical or nonsurgical, 
can be decided on. The accuracy of the injection should 
be proved by roentgenograms showing the location of the 
points of the needles. The solutions used for such blocks 
are not always adequate. Local anesthetic solutions usu- 
ally give too few hours of anesthesia to allow positive 
conclusion that the pathway of pain has been blocked. 
Blocks by means of absolute alcohol or 6% solution of 
phenol in water have been associated with occasional 
difficulty. Use of a solution containing 0.75% each of 
ammonium sulfate and of benzyl alcohol, has not been 
uniformly successful, and stronger solutions have been 
tried. I have had varied experience with a solution called 
PAB», which contains 0.5% procaine hydrochloride, 
2.5% ammonium sulfate, and 2% benzyl alcohol; in 
some cases the solution has been altered to contain 1% 
or more of procaine. The use of this material has not 
been followed by untoward results, and the period of 
relief from pain, in some cases, has been as long as two 


From the Section of Anesthesiology and Intravenous Therapy, Mayo 
Clinic. 

1. Surgery in Patients with Cortisone-Induced Adrenal Insufficiency, 
editorial, J. A. M A. 148: 1422-1423 (April 19) 1952. Slocumb, C. H., 
and Lundy, J. S.: The Use and Abuse of Cortisone in Surgery, S. Clin. 
North America 32: 1105-1107 (Aug.) 1952. Patrick, R. T.; Underdahl, 
L. O., and Adams, R. C.: Anesthesia for Patients with Certain Diseases 
of the Endocrine Glands, S. Clin. North America 32: 1109-1114 (Aug.) 
1952. Fraser, C. G.; Preuss, F. S., and Bigford, W. D.: Adrenal Atrophy 
and Irreversible Shock Associated with Cortisone Therapy, J. A. M. A. 
149: 1542-1543 (Aug. 23) 1952. 

2. Seldon, T. H.; Faulconer, A., Jr.; Courtin, R. F., and Pino, D. M.: 
Postanesthetic Encephalopathy: The Postulation of Cerebral Edema as a 
Basis for Rational Treatment, Proc. Staff Meet., Mayo Clin. 24: 370-374 
(July 6) 1949. 
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to three months. In most instances, relief lasts at least 
several days, so that definite information can be obtained 
regarding the pathway of pain, provided roentgenograms 
have been made to check the accuracy of the needle’s 
position. 

The anesthesiologist is, of course, familiar with trans- 
fusion with blood and plasma. The commonly used solu- 
tions such as 5% dextrose in isotonic solution of sodium 
chloride and 5% dextrose in water and the various ex- 
panders of plasma volume, such as dextran, polyvinyl- 
pyrrolidone, gelatin, and more recently, modified human 
globin, are materials that the anesthesiologist knows 
about and is prepared to use. Various techniques, such as 
the use of 10% salt-free solution of dextran in dehydra- 
tion of patients who have nephrosis, are being evaluated.® 
Use of such a solution seems indicated even if its success 
is questionable. If little response has been obtained after a 
week of daily treatment, continuation probably is futile. 
On the other hand, if the patient does respond quickly the 
treatment should be continued until the patient is in a 
relatively satisfactory condition. Throughout the entire 
period, however, all accepted methods of treatment 
should be utilized in addition to use of dextran. 

The anesthesiologist has an important role in the im- 
provement of immediate postanesthetic care. Such care 
requires use of an adequate room, in or close to the sur- 
gical suite, where patients can be cared for by a specially 
trained group and where the anesthesiologist or the sur- 
geon or both may see the patient at intervals without ab- 
senting themselves from the area of the operating rooms. 
These facilities probably will become standard hospital 
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equipment. Certainly the institutions that now use such 
rooms would not consider their elimination. 

I have mentioned just a few of the activities that fal) 
naturally in the field of the anesthesiologist and that al. 
low him to make a broad contribution in the hospital or 
community. It is not my intention to indicate that the an- 
esthesiologist wishes to intrude in fields where he is not 
needed, but I would suggest that if he is encouraged to 
investigate other activities it will be apparent shortly 
whether he is helpful. The amount of time an anesthesj- 
ologist can give to activities outside the operating room 
becomes evident after a trial. The real reason for his spe- 
cialization is to aid in surgical technique, whether the 
operation is a simple dental procedure or an intricate 
operation in another special field. 

The caliber of the surgical team can be raised or low- 
ered considerably by the quality of the anesthesiologist’s 
work. So many agents and methods are at the disposal 
of the modern anesthesiologist that he should be able to 
anesthetize almost anyone for any sort of an operation 
with relative safety. The risk of anesthesia to the patient 
has been lessened, regardless of the type of disease neces- 
sitating operation or the presence of other diseases or 
complicating factors. The decreased risk applies also to 
a consideration of how much anesthesia can be used with- 
out causing hazard of fire or explosion. In my experience 
anesthesiologists today have reached a point where they 
can do a better all-around job than ever before. 

3. Olive, J. T., Jr.; Mills, S. D., and Lundy, J. S.: Dextran for 


Nephrotic Edema: Clinical Experience, Proc. Staff Meet., Mayo Clin. 28: 
199-204 (April 8) 1953. 


CORTICOTROPIN AND CORTISONE IN INTRACTABLE ANOGENITAL PRURITUS 


Robert Turell, M.D., New York 


Since the introduction of corticotropin (ACTH) and 
cortisone into clinical medicine ' and surgery,’ I have 
observed several patients with refractory anal pruritus 
who have responded dramatically well to one * or both 
of these hormones and others who have failed to be 
relieved appreciably. In the successful cases, the pruritus 
invariably recurred after variable periods of time fol- 
lowing the discontinuation of therapy. As a result of 
these observations, I instituted a formal study to evalu- 
ate this new therapeutic measure. As a background for 
this study, my personal experience with the management 
of recalcitrant anogenital pruritus was utilized.* Treat- 
ment during the past decade of more than 200 patients 


The corticotropin used in this study was supplied by Dr. R. I. Feldman 
and Dr. R. J. Meyer, the Armour Laboratories, Chicago; the hydrocorti- 
sone acetate was supplied by Dr. E. Alpert, Merck & Company, Inc., 
Rahway, N. J.; and the cortisone acetate was supplied by Dr. N. L. Hemin- 
way, Schering Corporation, Bloomfield, N. J. 

1. Proceedings of the First Clinical ACTH Conference, Mote, J. R., 
editor, Philadelphia, the Blakiston Company, 1950. Hench, P. S., and 
others: The Effect of a Hormone of the Adrenal Cortex (17-hydroxy-11- 
dehydrocorticosterone: Compound E) and of Pituitary Adrenocorticotropic 
Hormone on Rheumatoid Arthritis; Preliminary Report, Proc. Staff Meet., 
Mayo Clin. 24: 181 (April 13) 1949. 

2. Mulholland, J. H.: The Physiology of the Adrenal Cortex, S. Clin. 
North America 32: 347 (April) 1952. 

3. Fromer, J. L., and Cormia, F. E.: Adrenocorticotrophic Hormone in 
Severe Anogenital Pruritus, J. Invest. Dermat. 18:1 (Jan.) 1952. 

4. Turell, R.: Treatment in Proctology, Baltimore, Williams and Wil- 
kins Company, 1949. 


with refractory, long-standing anogenital pruritus by 
tattooing of the involved skin with mercury sulfide has 
led to the classification of these patients according to 
their therapeutic response. Patients without cutaneous 
involvement were never benefited by tattooing, those 
with dry, tense pruritic skin formed the unpredictable 
group, whereas those with moist lichenified skin always 
responded well to this form of therapy. The cutaneous 
involvement invariably appears in one of two forms: 
(1) a thickened, shiny, usually red, and tense but dry 
skin, and (2) a moist skin with greyish-pale hyper- 
pigmentation, fissuring, and excoriation. 


METHOD AND MATERIALS 

Corticotropin (Acthar) gel (more recently the highly 
purified hormone has been used), hydrocortisone acetate, 
and cortisone acetate were used in variable dosages. The 
most recent dosage of corticotropin gel employed con- 
sisted of 80 units administered intramuscularly in two 
divided doses the first day and 40 units daily thereafter 
for 7 to 14 days. Except for two patients in group |, 
all were ambulatory. In some cases, a daily maintenance 
dose of 20 units of corticotropin was administered for 
an additional week, or cortisone in doses up to 50 mg. 
daily was given for several weeks for maintenance. 
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During the early part of this study, 1 gm. of potassium 
chloride was given three times daily by mouth. This 
medicament was later discontinued, because it was found 
to be unnecessary. Hydrocortisone was injected under 
the perianal skin in amounts varying from 2 to 5 ce. 
(50 to 125 mg.). Cortisone, when employed, was given 
orally in doses up to 200 mg. daily in four divided doses. 
No other medication was used concomitantly. 
Except for one patient with mild diabetes mellitus, 
all patients receiving the foregoing hormonal therapy 
were free from symptoms and signs of organic disease, 
except for the pruritus. In two patients, electrocardio- 
crams and determinations of the serum potassium level 
were made every third day; results of these tests were 
normal. The diabetic patient was examined by his re- 
ferring internist on the fourth day of treatment; no 
exacerbation of diabetes had occurred. All patients were 
interrogated daily about the presence of allergic reac- 
tions, weakness, fatigue, insomnia, nervousness, and 
gain in weight. 
CLINICAL RESULTS 

Group 1: Acute Exacerbations.—Three patients with 
acute exacerbations of chronic, refractory anogenital 
pruritus were treated. All had a moist type of lichenifi- 
cation of the anoperineovulval skin associated with 
considerable swelling and numerous recent scratch 
marks. All were on the verge of mental despondency. 
One patient received 40 units of corticotropin gel during 
the first 24 hours and the other two received 40 units 
every 12 hours during the first day and 40 units daily 
thereafter for 7 to 12 days. Relief from pruritus was 
evident within less than 12 hours after the initial injec- 
tion, with rapid cessation of the itching in the subsequent 
36 hours. Within 36 to 48 hours the cutaneous lesion 
began to “dry up,” and most of the superficial fissures 
and/or excoriations appeared healed within four to six 
days. Of interest is the recurrence within five days of 
vulval pruritus in one patient during corticotropin ther- 
apy, While at the same time she remained free from 
anal itching. Cortisone administered orally in a dose of 
200 mg. daily to one patient for two days appeared less 
eflective than corticotropin gel. 


Group 2: Chronic Intractable Anal Pruritus.—Seven 
patients with anal pruritus of from 5 to 20 years’ dura- 
tion, which was associated with moist lichenification 
and which was refractory to all accepted forms of treat- 
ment, except the radical forms, were given corticotropin 
gel. Three patients received 40 units daily, while four 
patients received larger amounts. Some relief of pruritus 
was noted after the administration of the first dose, and 
increasing relief followed the injection of the second 
dose. This observation led me to increase the initial dose 
(0 80 units, resulting in somewhat corresponding im- 
provement of the therapeutic response. Cortisone, ad- 
ministered orally in a dose of from 100 to 200 mg. 
daily, did not seem to produce comparable results. In 
one patient pruritus recurred on the fifth day while she 
was still receiving this dosage of cortisone. 

Since discontinuation of the corticotropin gel therapy, 
one patient has remained pruritus-free for four months, 
While recurrence of mild pruritus was discernible in a 
little more than two weeks in the remaining six patients. 
Although in two patients the original severity of the 
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itching was observed only 25 days after withdrawal of 
the hormone, in four patients the original intensity of 
the pruritus failed to return, even after a lapse of 14 
weeks. All of these patients responded well to retreat- 
ment, corticotropin having been employed in four and 
cortisone in the remaining two. 

The pruritus of two patients with “dry,” shiny, tense, 
and thickened perianal skin responded considerably 
more slowly to corticotropin therapy than the corre- 
sponding pruritus in patients with “moist” skin. In these 
patients, substantial relief of pruritus was noted about 
three to five days after the institution of corticotropin 
gel therapy. The skin became less tense and less shiny. 
Itching returned within one week after withdrawal of 
the hormone; but these patients responded more quickly 
to retreatment than to the initial course of therapy. 
Cortisone therapy was not tried in the patients of this 
subgroup. 

Hydrocortisone, in amounts varying from 2 to 5 cc. 
(50 to 125 mg.) was injected under the perianal skin, 
first in one quadrant and five days later in two quadrants 
on the opposite side, in two patients with pruritus who 
had the moist type of perianal skin and who, about one 
month before, had responded well to corticotropin gel. 
In each instance, the recurrent pruritus of the injected 
area disappeared, and the patient remained pruritus- 
free for two to seven days. Histopathological examina- 
tion of surgically excised segments of the treated skin of 
one patient revealed no unusual features. 

Group 3: Severe Pruritus Associated with Proctologic 
Lesions.—Patients with moderately advanced licheni- 
fication of the perianal skin, associated with redundant 
skin in two instances, with large, prolapsing internal and 
external hemorrhoids in two instances, with an anal 
fistula in one instance, and with anal fissures in two 
instances, were treated alternately with corticotropin 
and cortisone for 7 to 10 days. In the patient with the 
anal fistula and in one with a deep anal ulcer, both 
drugs were completely ineffective; these lesions had to 
be treated surgically. In one patient, a superficial fissure 
healed temporarily when either hormone was given. The 
epithelial layer healed rapidly, but the subcutaneous 
tissues did not heal effectively, and thus a “dead space” 
was formed; the healed epithelium was vulnerable to the 
slightest defecatory trauma. The patients with redundant 
perianal skin and those with large, mixed hemorrhoids 
experienced moderate relief from pruritus as a result of 
the administration of either corticotropin or cortisone. 
The relief was not, however, so clear-cut as it was in 
the patients of group 2, even though the pruritus and 
the disease status of the perianal skin was more ad- 
vanced in the latter patients. Retreatment of three pa- 
tients with corticotropin and cortisone alternately after 
operation yielded far better results. 

Group 4: Refractory Pruritus Without Cutaneous 
Involvement.—Five patients with refractory pruritus 
without cutaneous involvement failed to respond to 
either corticotropin gel or cortisone. All of these patients 
appeared to be neurotic; some of them utilized their 
itching in the interest of a psychological need, the per- 
petuation of which seemed to serve an important psycho- 
dynamic function. 
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Group 5: Anal Pruritus Secondary to Ulcerative 
Colitis or Antibiotic Therapy.—Anal pruritus either 
secondary to or associated with moderately severe ul- 
cerative colitis in one patient responded to corticotropin 
therapy in direct proportion to the improvement of the 
ulcerative colonic process.* In two patients, anal pruritus 
as a manifestation of toxic side-effects of the broad 
spectrum antibiotics was relieved considerably by either 
corticotropin or cortisone. It should be remembered, 
however, that both of these conditions are apt to dis- 
appear spontaneously. 

Side-Effects—A mild, generalized erythema, espe- 
cially of the neck and upper part of the chest, and meno- 
metrorrhagia were observed in a woman 46 years of age 
after the administration of a total of 120 units of corti- 
cotropin gel. The cutaneous eruption disappeared after 
oral administration of 8 mg. every 12 hours of chlor- 
prophenpyridamine (Chlor-trimeton) maleate, with- 
out discontinuation of corticotropin therapy. 


COMMENT AND CONCLUSION 


Corticotropin, cortisone, and hydrocortisone as the 
sole treatment for severe anogenital pruritus is useful in 
the management of patients with acute pruritus belong- 
ing to group 1. In these patients it holds in abeyance or 
reverses the acute pruritic process, thus affording the 
patient fairly rapid relief and, at the same time, affording 
the proctologist an opportunity to employ effective and 
rational measures to control the underlying and pre- 
cipitating causes of this pernicious type of pruritus. This 
new method of treatment is equally useful for most pa- 
tients of group 2. I have observed that patients of 
group 2 who respond readily to corticotropin or 
to any of the adrenal corticoids, such as cortisone or 
hydrocortisone, also respond to tattooing of the in- 
volved skin with mercury sulfide for permanent results. 
In fact, I now employ these hormones as a test pre- 
liminary to tattooing; the quick responders appear to 
be good candidates for this radical therapeutic pro- 
cedure.* Patients with pruritus but with no associated 
cutaneous changes do not respond to hormonal therapy, 
and those with “dry,” lichenified skin respond errati- 
cally. As already stated, only hormonal therapy was 
used in the present study; however, other antipruritic 
therapeutic measures have been employed concomitantly 
with this form of hormonal therapy by other clinicians.° 
Since these hormones have a powerful pharmaco- 
dynamic effect and since the basic mechanism of their 
action is still not clarified, they should be employed 
cautiously. 

This study also shows that proctologic lesions asso- 
ciated concomitantly with anal pruritus should be 
eliminated surgically. In general, a cure cannot be ex- 
pected from any form of antipruritic therapy unless 
associated proctologic lesions, regardless of their etio- 
logic importance in pruritus, are extirpated.* 


25 E. 83rd St. (28). 


5. Kirsner, J. B., and Palmer, W. L.: Effect of Corticotropin (ACTH) 
in Chronic Ulcerative Colitis; Observations in 40 Patients, J. A. M. A. 
147: 541 (Oct. 6) 1951. 

6. Fromer, J. L., and Smith, A. T.: Use of ACTH in 10 Patients with 
Severe Anogenital Pruritus, Lahey Clin. Bull. 7: 232 (April) 1952. 
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CLINICAL NOTES 


HEMIPLEGIA RESULTING 
FROM PHEOCHROMOCYTOMA 


REPORT OF CASE 


William H. ReMine, M.D. 
J. Earle Estes Jr., M.D. 
Malcolm B. Dockerty, M.D. 


and 


James T. Priestley, M.D., Rochester, Minn, 


Pheochromocytoma can no longer be regarded as q 
pathological or surgical curiosity, inasmuch as recent 
reports indicate an increase in the frequency of diagnosis 
of this tumor. Refinements in laboratory diagnosis and in 
the management of patients with hypertension of the 
paroxysmal or sustained type resulting from a chromaffin 
tumor of the suprarenal gland have progressed signifi- 
cantly in recent years.* 

In 1929, Pincoffs * reported the first case in which a 
pheochromocytoma was diagnosed and treated success- 
fully. Since then, more .than 100 cases of this tumor 
have been reported in the literature. With the advent of 
the Roth-Kvale histamine test in 1945,° impetus was 
given to the study of this lesion. In 1947, Goldenberg, 
Snyder, and Aranow * described a different type of diag- 
nostic test, which utilized the adrenolytic drug piper- 
oxan (benzodioxan) hydrochloride. In addition, another 
adrenolytic agent, Regitine (2-[N-p-tolyl-N-(m-hydroxy- 
phenyl!) -aminomethyl]]-imidazoline ) has been used in the 
diagnosis of pheochromocytoma, and some authors’ 
believe that it is superior to piperoxan hydrochloride. 
Calkins, Dana, and Howard ° and Calkins and Howard ' 
recently reviewed the various current methods of diag- 
nosis of pheochromocytoma and concluded that the 
Roth-Kvale histamine test is the most reliable one in the 
diagnosis of chromaffin adrenal medullary tumors. Re- 
cent studies by Kvale and Roth ° indicate that the hista- 
mine test is most accurate in the diagnosis of pheo- 
chromocytoma that causes paroxysmal hypertension 

From the divisions of medicine (Dr. Estes), surgical pathology (Dr. 
Dockerty), and surgery (Drs. Priestley and ReMine), Mayo Clinic. 

1, Espersen, T., and Dahl-Iversen, E.: The Clinical Picture and Treat- 
ment of Pheochromocytomas of the Suprarenai: 2 Own Cases, | with 
Paroxysmal Hypertension Improved by Treatment with Methylthiouracil 


and Cured by Surgical Intervention, Acta chir. Scandinav. 94: 271-290, 
1946. 

2. Pincoffs, M. C.: A Case of Paroxysmal Hypertension Associated with 
Suprarenal Tumor, Tr. A. Am. Physicians 44: 295-299, 1929. 

3. Roth, G. M., and Kvale, W. F.: A Tentative Test for Pheochromo- 
cytoma, Am. J. M. Sc. 210: 653-660 (Nov.) 1945. 

4. Goldenberg, M.; Snyder, C. H., and Aranow, H., Jr.: New Test for 
Hypertension Due to Circulating Epinephrine, J. A. M. A. 135: 971-976 
(Dec. 13) 1947. 

5. Iseri, L. T.; Henderson, H. W., and Derr, J. W.: Use of Adreno- 
lytic Drug, Regitine, in Pheochromocytoma, Am. Heart J. 42: 129-136 
(July) 1951. 

6. Calkins, E.; Dana, G. W., and Howard, J. E.: Current Methods of 
Diagnosis of Pheochromocytoma, J. A. M. A. 145: 880-884 (March 24) 
1951. 

7. Calkins, E., and Howard, J. E.: Bilateral Familial Phaeochromo- 
cytomata with Paroxysmal Hypertension: Successful Surgical Removal of 
Tumors in 2 Cases, with Discussion of Certain Diagnostic Procedures and 
Physiological Considerations, J. Clin. Endocrinol. 7: 475-492 (July) 1947. 

8. Kvale, W. F., and Roth, G. M.: Personal communication to the 
authors. 
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whereas Regitine produces most reliable results when 
sustained hypertension exists. 

Bilateral pheochromocytomas occur in at least 9% of 
cases ° if not more, and a pheochromocytoma may have 
an ectopic site in 10% of cases. In view of these facts, 
it is our practice usually to explore transabdominally 
through an upper transverse incision in order that both 
suprarenal glands and other portions of the abdomen 
may be adequately examined. This tumor has been found 
to be malignant in 11% of cases.** 

Difficulty in the diagnosis of pheochromocytoma is 
caused by the variable clinical manifestations of these 
tumors. In part, these depend on whether abnormal 
quantities of pressor agents are present intermittently 
or constantly in the circulating blood. Hypertension of 
the sustained type has been reported in 25% of cases, 
but in our experience this has occurred in 11 (44% ) of 
25 cases. Patients who have paroxysmal hypertension 
caused by pheochromocytoma experience periodic at- 
tacks, usually of brief duration but occasionally persist- 
ing longer. These attacks are characterized by one or 
more of the following symptoms: anxiety, headache, 
precordial and epigastric distress, blanching of the 
extremities, perioral pallor, shortness of breath, tachy- 
cardia, palpitation, nausea or vomiting, profuse sweat- 
ing, and tremor. Pressure over the tumor, hypoglycemia, 
exertion, and emotional upsets may precipitate the 
attacks, although most attacks seem to occur spontan- 
eously. 


We shall report a case of pheochromocytoma that 
emphasizes the serious manifestations that this tumor 
may produce. Particularly, it demonstrates the close 
cooperation of medical and surgical services that is 
necessary for the proper treatment of a patient with 
pheochromocytoma. 


REPORT OF A CASE 


A white boy, aged 18, who had had progressive hypertension 
since 1941, first registered at the Mayo Clinic on March 14, 
1950. His chief complaints were easy fatigability and profuse 
sweating of the scalp and face. A diagnosis of rheumatic fever 
had been made in 1941, and he then had been told that he 
had hypertension and a “leaking heart.” Fever had occurred at 
that time and had lasted for four months. During this period, 
his temperature had reached 101 F. Hyperthyroidism also had 
been considered as a possible diagnosis. During the eight years 
before the patient came to the clinic, the values for the systolic 
blood pressure had fluctuated between 160 and 240 mm. Hg. 
The corresponding values for the diastolic pressure were not 
known. Since 1943, he had carried on relatively normal activi- 
ties both in school and in helping with his share of farm work. 
The mother at times had noted profuse sweating over the upper 
half of his body and a tremor of his hands. No history of 
edema, dyspnea, orthopnea, or cough could be elicited. After 
severe exertion, he suffered from weakness and trembling. 
There was no familial history of hypertension. 

The patient was 5 ft. 6 in. (167.6 cm.) tall, and he weighed 
133 lb. (60.3 kg.) at the time of his initial examination at the 
clinic. His face was flushed, and he was perspiring. His tem- 
perature was 99.2 F. The heart was enlarged, and it extended 
to the anterior axillary line of the left side. The apical beat 
was forceful, and auscultation disclosed a loud precordial sys- 
tolic murmur, which was most intense at the pulmonic area. 
A thrill was easily palpable at this site. While the patient was 
lying down, the blood pressure was 190/120 mm. Hg in both 
arms and 220/130 mm. Hg in the left leg. The blood pressure 
in the right arm was 165/120 mm. Hg while the patient was 
standing and 180/125 mm. Hg while he was sitting. The pulse 
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rate was 108 beats per minute. The following diagnoses were 
considered: (1) congenital heart disease with hypertension, 
(2) pheochromocytoma, and (3) malignant hypertension. 

On March 18, 1950, the patient felt unusually weak and he 
could not shave because of incoordination involving the right 
arm and hand. Eating also was difficult for the same reason. 
When the patient attempted to walk, he had to be assisted be- 
cause of an unsteady gait and weakness of the right leg and 
foot. He was admitted to the hospital. He soon became drowsy 
and fell asleep. At the time of his admission to the hospital, his 
blood pressure was 290 mm. Hg systolic and 170 mm. Hg 
diastolic. Progressive aphasia developed a short time later. 
Eight milligrams of piperoxan hydrochloride were administered 
intravenously. The blood pressure decreased from 250/160 to 
180/116 mm. Hg in three minutes. It was believed that the 
patient had had an intracranial hemorrhage and that a pheo- 
chromocytoma undoubtedly was present. 

The patient’s right arm became flaccid, and moderately 
severe stiffness of the neck became apparent. The drowsiness 
progressed to unconsciousness, and breathing of the Cheyne- 
Stokes type developed. Lumbar puncture produced bloody spinal 
fluid. The pressure of the cerebrospinal fluid was 32 cm. of 
water. On the evening of the same day, a total of 9 mg. of 
piperoxan hydrochloride was administered intravenously at the 
rate of 1 mg. per minute. The effect of this medication on the 
blood pressure is shown in table 1. 


TABLE 1.—Effect of Intravenous Injection of Piperoxan 
Hydrochloride on Blood Pressure* 


Minutes Blood Pressure, 
After Mm. Hg 
Injection 
Was Started Systolic Diastolic 
210 140 
175 120 
175 116 
165 110 


* The systolic and diastolic pressures were 205 and 145 mm. Hg, 
respectively, before injection of the drug was started. 


After this medication, the patient’s physical condition im- 
proved somewhat. He became conscious and rational, and some 
motion returned in the right hand. Continuous intravenous in- 
fusion of a 5% aqueous solution of dextrose containing 16 mg. 
of piperoxan hydrochloride per 1,000 cc. was started on the 
evening of the same day. Additional piperoxan hydrochloride 
was added to the solution subsequently. This regimen produced 
a moderate reduction in the blood pressure. During the infusion 
of the piperoxan solution, the systolic blood pressure ranged be- 
tween 205 and 170 mm. Hg, and the diastolic pressure ranged 
between 150 and 106 mm. Hg. The infusion was continued 
throughout the following day and night. At the end of that 
time, the patient’s general physical condition appeared to be 
slightly improved, although he remained slightly aphasic and 
stuporous. Persistent tachycardia was present, perspiration was 
increased, and the patient was restless. 

Excretory urography revealed that the right kidney was lower 
than normal. Although it appeared to have been depressed by 
an extrarenal mass, a definite mass could not be demonstrated 
in the urogram. Scattered areas of calcification were present 
above the right kidney. Roentgenographic examination of the 
thorax revealed an area of decreased density in the axillary 
portion of the right seventh rib, which was considered sugges- 
tive of a metastatic lesion. 

Despite the recent intracranial hemorrhage and the extreme 
seriousness of the patient’s general,physical condition, it was 
decided that surgical exploration for a pheochromocytoma 
would offer the best chance for survival. 


9. (a) Graham, J. B.: Pheochromocytoma and Hypertension: An Analy- 
sis of 207 Cases, Internat. Abstr. Surg. 92: 105-121, in Surg., Gynec. & 
Obst. (Feb.) 1951. (6) Colston, J. A. C.: Surgical Aspects of Bilateral 
Familial Pheochromocytoma, J. Urol. 59: 1036-1060 (June) 1948. 
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Early on the morning of March 21, 1950, the patient had an- 
other intracranial hemorrhage. He was then taken to the oper- 
ating room in a completely unconscious condition. Because of 
the urographic evidence indicating a tumor in the right supra- 
renal region, this region was exposed through a right postero- 
lumbar incision. This procedure disclosed a tumor of the right 
suprarenal gland. The tumor was unusually large and was sur- 
rounded by numerous widely dilated veins. It was adherent to 
the kidney, and it was impossible to determine whether the kid- 
ney was actually invaded by the tumor. Because of the marked 
adherence of the tumor to the right kidney, the kidney was 
mobilized, and the tumor and the right kidney were removed 
together. The peritoneum was opened, and the left suprarenal 
region was palpated. A definite tumor could not be palpated in 
this region. At the conclusion of the operation on the right 
side, it was felt that the patient’s condition would not permit 
any further surgical procedure. Therefore, the left suprarenal 
gland was not exposed. 

Pathological examination revealed that a portion of the right 
suprarenal gland was stretched over the surface of the tumor, 
which was a poorly encapsulated pheochromocytoma (fig. 1, 2, 


Fig. 1.—Outer surface of the tumor showing the bosselated appearance 
and some of the many adhesions encountered. 


and 3). The tumor measured 12 by 10 by 6 cm. and weighed 
250 gm. The kidney itself weighed 140 gm. 

On the morning of the day of operation, 20 cc. of aqueous 
solution of adrenal cortex extract and 20 mg. of piperoxan 
hydrochloride were administered intravenously in 1,000 cc. of 
a 5% solution of dextrose. Owing to the loss of a considerable 
amount of blood, 2,500 cc. of blood was transfused in the 
course of the operation. As soon as the tumor was removed, 
the intravenous administration of 1,000 cc. of a 5% aqueous 
solution of dextrose containing 20 cc. of aqueous solution of 
adrenal cortex extract and 1.5 cc. of a 1: 1,000 solution of 
epinephrine was started. The level of the blood pressure was 
controlled by regulating the rate of injection of this solution. 
The administration of this solution was continued during the 
immediate postoperative period. 

Since the blood pressure began to rise again on the evening 
of the day of the operation, it was necessary to discontinue the 
administration of the epinephrine and to start the administra- 
tion of piperoxan hydrochloride. In the course of this phase of 
rising blood pressure, the rectal temperature increased from 
102 to 104 F, the pulse rate increased from 105 to 130 beats 
per minute, pulsus alterans developed, and the pupils became as 
small as pinpoints. Owing to the wide fluctuation of the blood 
pressure, which first necessitated the administration of epi- 
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nephrine and, subsequently, the administration of piperoxan 
hydrochloride, it was necessary for a physician to remain in 
constant attendance in order to regulate the dosage of the drugs, 
During a period of four hours, namely, from Midnight to 
4 a.m., it was necessary to administer intravenously 96 mg. 
of piperoxan hydrochloride in 800 cc. of a 5% solution of dex. 
trose in isotonic sodium chloride solution. 


Fig. 2.—Cut surface of the tumor showing a large central pale zone 
resulting from organization of a hematoma. 


The patient’s physical condition remained satisfactory on the 
day after the operation. The blood pressure continued to drop, 
however, even after the administration of piperoxan hydro- 
chloride was discontinued. In order to maintain the level of 
patient’s blood pressure at 120 mm. Hg systolic and 82 mm. 
diastolic, it was necessary to administer intravenously 10 cc. of 
aqueous solution of adrenal cortex extract and 6 cc. of a 1: 1,000 
solution of epinephrine in 1,000 cc. of a 5% solution of dex- 


Fig. 3.—Large granular liver-like cells are arranged in alveolar clusters. 
The very intimate relation of the tumor cells to large vascular sinusoids is 
ideal for the sudden release of vasopressor substances (hematoxylin and 
eosin stain, X 227). 


trose. The administration of this solution was continued for two 
days. At the end of that time, treatment was discontinued, ex 
cept for general supportive measures. : 
During the 24 hours of the sixth day after the operation, 
0.45 mg. of corticosteroids was excreted in the urine. The 
neurological symptoms had improved, and the only evidence of 
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aphasia was an occasional word block. The blood pressure re- 
mained stabilized at a level of 135 mm. Hg systolic and 85 
mm. diastolic. Although hemiplegia still was present at that 
time, it improved gradually until on the 21st day after the 
operation the patient was able to walk without assistance. The 
intensity of the heart murmur was markedly diminished. 

Physical therapy was applied to the paralytic limbs on the 
20th day after the operation. This was increased gradually to 
include gait training and fine movements of the hand and 
fingers. Normal function ultimately returned. 

On the 42nd day after the initial operation, a partial resec- 
tion of the right seventh rib was performed in order to remove 
the lesion that had been noted previously in this region. The 
lesion proved to be a metastatic pheochromocytoma. After the 
second operation, repeated clinical tests, including the cold 
pressor test, the Roth-Kvale histamine test, and the administra- 
tion of piperoxan hydrochloride, did not disclose any evidence 
of a pheochromocytoma. When the patient was dismissed on 
the 50th day after the first operation, his general physical con- 
dition was good. At that time, his blood pressure was 120 mm. 
Hg systolic and 80 mm. diastolic. 

When the patient returned to the clinic in September, 1959, 
his blood pressure was recorded as 155 mm. Hg systolic and 
110 mm. diastolic. Examination did not reveal any residual 
hemiplegia, and clinical tests did not disclose any evidence of 
a pheochromocytoma. When he next was seen at the clinic on 
June 20, 1951, his blood pressure was recorded as 154 mm. Hg 


Taste 2.—Effect of Intramuscular Injection of Regitine on 
the Blood Pressure and Pulse Rate* 


Blood Pressure, 
Minutes Mm. Hg 


After — Pulse 
Injection Systolic Diastolie Rate 
L 170 120 72 
174 130 76 


* Before the injection was started, the blood pressure was 172 mm. Hg 
systolic and 120 mm. Hg diastolic, and the pulse rate was 72. 


systolic and 106 mm. diastolic. When the cold pressor test was 
applied, the systolic pressure rose from 148 to 184 mm. Hg, 
and the diastolic pressure rose from 95 to 136 mm. Hg. The 
intravenous administration of 0.03 mg. of histamine base caused 
the systolic pressure to rise from 150 to 160 mm. Hg and 
caused the diastolic pressure to rise from 100 to 112 mm. Hg. 
The effects of the intramuscular administration of 5 mg. of 
Regitine on the blood pressure and pulse rate are shown in 
table 2. The results of these clinical tests were not considered 
indicative of a pheochromocytoma. 

In a letter written Nov. 20, 1951, the patient’s family physi- 
cian said that the patient’s blood pressure was 120 mm. of mer- 
cury systolic and 80 diastolic, and that his pulse rate was 76. 

When the patient returned to the clinic for another check-up 
on May 30, 1952, his general physical condition was good and 
there was no objective evidence of a recurrence of the tumor. 
His blood pressure was 170 mm. Hg systolic and 130 mm. 
diastolic. 

COMMENT 

This case is an example of a malignant pheochromo- 
cytoma that produced sustained hypertension with 
marked fluctuations in the blood pressure. A single 
metastatic lesion was noted at the first examination. Re- 
moval of the primary tumor and a secondary meta- 
static lesion resulted in clinical improvement, which 
to date has persisted for more than two years. The value 
of the cooperative efforts of physiologist, internist, anes- 
thetist, and surgeon in the management of a hemiplegic, 
Stuporous patient with sustained hypertension caused 
by pheochromocytoma is well illustrated. 
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Since this patient was treated, we have had additional 
experience with similar patients, enabling us to improve 
our program of control of blood pressure before, during, 
and after operaton. When anesthesia is to be induced, a 
needle is inserted into a vein. Connected to this needle 
is a three way stop-cock, which, in turn, is connected 
to (1) a syringe containing Regitine, (2) a syringe con- 
taining arterenol, and (3) a jar of 5% solution of dex- 
trose-isotonic sodium chloride solution. Thus the blood 
pressure may be controlled before and during operation, 
when there may be extreme fluctuations in blood pres- 
sure. If, during induction of anesthesia or during oper- 
ation, the blood pressure rises significantly, Regitine 
may be administered in sufficient quantity to neutralize 
circulating epinephrine and thus lower the blood pres- 
sure to the desired level. If, after the pheochromo- 
cytoma is removed, the blood pressure falls below safe 
levels, arterenol may be administered to raise the blood 
pressure to a desired level. If neither of these measures 
is necessary, the needle may be kept patent by allowing 
the dextrose or sodium chloride solution to be infused. 

A critical period in the management of patients with 
pheochromocytoma is the first 24 to 48 hours after 
operation. At this time, the blood pressure usually falls 
to unsafe levels. Therefore, we administer continuously 
a solution of arterenol intravenously. The rate of infu- 
sion is regulated according to the quantity of arterenol 
necessary to maintain normal blood pressure. Because 
of the seriousness of this phase of the patient’s recovery, 
a team of specially trained nurses are on 24 hour duty. 
Also, until the patient’s blood pressure is stabilized, a 
physician remains with the patient to supervise the med- 
ical treatment.'° 

10. Hightower, N. C.; Roth, G. M., and Priestley, J. T.: Operative and 


Postoperative Control of Patients with Pheochromocytoma, abstracted, 
Proc. Central Soc. Clin. Research 25: 41, 1952. 


Tonsillectomy.—There was a time tonsillectomy was the most 
frequently performed of all operations in the United States. 
Fortunately that time has passed; however, there still are 
many patients, chiefly children and young adults, for whom 
tonsillectomy is indicated. When a young person has repeated 
bouts of tonsillitis with continuing evidences of chronic in- 
fection such as fever, leucocytosis, increased sedimentation 
rate, mild muscle and joint pains, cervical adenitis after the 
acute attack has subsided and vigorous antibiotic therapy has 
failed to clear up the infection, the indication for tonsillectomy 
seems clear. The tonsils of such persons will usually be found 
to be chronically inflamed, though not necessarily enlarged, 
with redness extending to the surrounding structures. Removal 
of such tonsils before rheumatic fever, rheumatoid arthritis, 
chronic infections of the urinary tract, subacute bacterial endo- 
carditis, etc., develop is the most constructive thing to do. 
Improvement in these conditions from tonsillectomy after they 
have developed cannot always be expected, but it does seem 
rational to remove whatever active infection one can get at. It 
is hardly necessary to state that antibiotic therapy should pre- 
cede operation for 24 hours and follow it for a few days. Of 
course, tonsillectomy should never be undertaken during the 
acute phase of rheumatic fever; however, in several instances 
when fever has continued several months after the joint pains 
and acute signs of carditis have subsided, we have seen the 
fever subside promptly after chronically diseased tonsils were 
removed.—P. S. Rhoads, M.D., Joint Responsibility of the 
Otolaryngologist and the Internist in Removal of Focal In- 
fection, The Laryngoscope, March, 1953. 
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MIDDLE LOBE SYNDROME PRODUCED BY 
FOREIGN BODY IN LOWER THIRD 
OF ESOPHAGUS 


Major A. R. Valle 
and 
Lieut. W. A. Cloutier (MC), U. S. Army 


Much has been written recently about the etiology of 
the so-called middle lobe syndrome. From a review of 
the works published by Brock,' Zdansky,? Graham and 
co-workers,* Paulson and Shaw,‘ and others,° there seems 
to be agreement that it is due in most cases to bronchial 
obstruction caused either by pressure from without or 
by narrowing of the lumen due to formation of chronic 
inflammatory tissue within. The commonest cause is 
pressure from without, usually due to enlargement of the 
peribronchial lymph nodes. As emphasized by Brock, 
the middle lobe bronchus lies at the apex of the lymphatic 
pathways from both the upper and lower lobes thus 
making it particularly vulnerable from the standpoint of 
lymphadenopathy. We present a case of atelectasis of the 
right middle lobe caused by the presence of a large for- 
eign body in the lower third of the esophagus, to our 
knowledge the first of its type reported. 


REPORT OF A CASE 
A 25-year-old Negro man was admitted to the Thoracic Surgi- 
cal Section of Tokyo Army Hospital on Sept. 18, 1951. On Sept. 
11, while at the front in North Korea, this patient was blown 
out of his foxhole by an artillery fire blast. At that time his 
denture was broken in his mouth and he swallowed part of it. 
He experienced severe sharp pain progressing from the throat 


Fig. 1.—Atelectasis of the right middle lobe. A, the denture can be seen 
at the lower third of the esophagus. B, the lateral view shows the denture 
and the atelectasis. - 


From the Thoracic Surgical Section, Tokyo Army Hospital, Tokyo, 
Japan. 
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down to the epigastric area and afterward was unable to swal- 
low any liquid or solid food. He was first admitted to the 8076 
Mobile Army Surgical Hospital and then evacuated to 121s 
Evacuation Hospital, where roentgenograms revealed the 
presence of the foreign body in the lower third of the 


Fig. 2.—Postoperative films showing A, swallowed barium, and B, a com. 
plete resolution of the atelectasis of the right middle lobe (posteroanterior), 


esophagus. On admission here, physical and x-ray examination 
of the chest showed the foreign body described above and an 
atelectasis of the right middle lobe (fig. 1). Esophagoscopy 
was not advised because of the size and shape of the metallic 
foreign body and the length of time that had elapsed since 
onset. 

A right thoracotomy was performed through the usual pos- 
terolateral incision. The foreign body was felt in the lower third 
of the esophagus, in the wall of which were found several 
perforations. The swelling and edema in that area of the 
mediastinum extended to the region of the hilum of the middle 
and lower lobes. This area was dissected, and several large 
lymph nodes were found pressing on the right middle lobe 
bronchus but were not removed. A 5 cm. longitudinal incision 
was made in the wall of the esophagus, and the denture was 
carefully removed. The defect was closed, and the mediastinum 
was left open into the pleural space (fig. 2). The right chest was 
drained by means of two stiff right angle rubber tubes, which 
were connected to low pressure suction and removed after 24 
hours. The patient made an uneventful recovery and returned 
to duty six weeks after surgery. He was still doing well one 

ratively. 
COMMENT 


This patient was operated on to relieve dysphagia and 
to remove the source of the mediastinitis. The atelectasis 
of the right middle lobe is thought to have been due to 
the pressure exerted on the right middle lobe bronchus 
by the enlarged lymph nodes and the edematous medi- 
astinum. After surgery the mediastinum and lymph 
nodes returned to normal, and on the fourth postoper- 
ative day the right middle lobe atelectasis began to clear 
and had completely disappeared within two weeks. This 
would seem to bear out the conclusion of other authors 
that the middle lobe syndrome is due to obstruction of 
the middle lobe bronchus caused by extrinsic pressure 
exerted by enlarged peribronchial lymph nodes or nar- 
rowing of the lumen of the bronchus by chronically in- 


flamed tissue. 
SUMMARY 


The literature regarding the etiology of so-called 
middle lobe syndrome is reviewed and a case presented 
of such a syndrome produced by the presence of a denture 
in the lower third of the esophagus. The denture was 
removed through a right thoracotomy, and the atelectasis 
cleared. To our knowledge, this is the first case of its 
kind reported in the literature. 
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sEBACEOUS CYSTS 


CORRELATION OF CLINICAL AND PATHOLOGICAL 
DIAGNOSES IN THREE HUNDRED CASES 


Stanley Gross, M.D., New York 


The sebaceous cyst is a common lesion and in the vast 
majority of cases is regarded as a benign and harmless 
one. These growths are often disregarded, but when 
they cause the patient to seek medical advice they are 
frequently excised. In this study, an attempt has been 
made to correlate the clinical diagnosis of sebaceous 
cyst with the final pathological diagnosis. Most of these 
cases were designated sebaceous cysts by the clinicians, 
but a wide variety of terms, including steatoma, wen, 
pseudoatheroma, and epidermoid inclusion cyst, was 
used on occasion. All cases were included, regardless of 
exact terminology, if it could be ascertained that the 
clinician meant the lesion commonly called sebaceous 
cyst. 

"The last 6,600 surgical specimens examined at the Uni- 
versity Hospital of the New York University—Bellevue 
Medical Center were reviewed, and in 300 instances a 
clinical diagnosis of sebaceous cyst of the skin was made. 
Of these, 248 cases were, in fact, sebaceous cysts, an 
incidence of 3.8%, after final histological study. The 
correct diagnosis was made, therefore, in 82.7% of the 
cases. In 52, or 17.3% of the cases, the clinical diagnosis 
was incorrect, and pathological study revealed an entirely 
different lesion. 

Analysis of the 52 cases (see table) in which an in- 
correct clinical diagnosis was made revealed a wide 
variety of lesions. In this series 24 separate and distinct 
pathological diagnoses were made on lesions erroneously 
called sebaceous cysts clinically. The commonest lesions 
confused with the sebaceous cyst were lipomas (7 cases), 
fibromas (5 cases), inflammation of the skin and subcutis 
(5 cases), sclerosing hemangiomas (4 cases), and pig- 
mented nevi (4 cases). These are all rather common 
lesions of the skin and subcutis and may simulate the 
sebaceous cyst in consistency, appearance, and circum- 
scription. The majority of the remaining lesions were 
rarer and are usually considered only in an extended 
list of differential diagnoses of tumors of the skin and 
subcutis; however, some are malignant, and therefore 
utmost care must be exercised to see that the primary 
lesion is adequately excised. To this end adequate sec- 
tions must be prepared and examined not only to arrive 
at a diagnosis but also to determine whether the lesion 
has been entirely removed. 

It is of some interest to note the changes that were seen 
in the sebaceous cysts examined. In 43 cases there was 
a moderately severe associated inflammatory reaction. 
In a few cases abscess formation was noted, but usually 
there was rupture of the cyst and a granulomatous re- 
action was found in the surrounding tissues. Often 
keratin spilled out and a foreign body reaction associated 
with multinucleated giant cells was evoked. Occasionally 
the epithelial lining was disrupted and patches of 
squamous epithelium were scattered in the inflammatory 
reaction, This haphazard arrangement of broken cyst 
wall must not be confused with squamous cell carcinoma. 


SEBACEOUS CYSTS—GROSS 813 


Carcinoma arising in a sebaceous cyst must be an un- 
usual and rare occurrence. In this series no case of 
carcinoma arising in a sebaceous cyst was found. Three 
cases of carcinoma and two cases of atypical epithelial 
hyperplasia in the walls of sebaceous cysts have been 
seen in the last 12 years in the surgical cases at the Uni- 
versity Hospital. Ormsby ' states that the “rare occur- 
rence of malignant change arising in elderly people is to 
be remembered.” This is at complete variance with 
Herbut,’ Eller and Eller,* and Caylor,* who cite an in- 
cidence of up to 4% of carcinomas arising in sebaceous 
cysts. The photograph reproduced in Eller’s book 
suggests rupture of a sebaceous cyst with granulomatous 
foreign body reaction rather than carcinoma. 

The pathological examination of these lesions, there- 
fore, is extremely important. Since the correct diagnosis 
was not made in a fairly high proportion of cases (17.3%) 


Final Pathological Diagnoses in Fifty-Two Cases Erroneously 
Diagnosed as Sebaceous Cyst of Skin 


No. of 
Final Diagnosis Cases 
6. Tumors of skin adnexae, including solid sweat gland tumors 3 
2 
12. Papillary cystic 1 
1 
22. Foreign body granuloma of skin..................sseeeeeees 1 
24. Adipose tissue with hemorrhage.....................seeeceees 1 


and in some cases a rare or malignant lesion was present, 
it is important that the specimen be submitted for patho- 
logical examination. Unfortunately, this is not done in 
every case. In one case in this series, a sebaceous cyst 
was excised and then two separate recurrences were 
excised. All specimens were discarded. After the fourth 
excision the specimen was submitted to the laboratory, 
and on histological examination an adnexal skin tumor, 
probably of sweat gland origin, was found. 


SUMMARY AND CONCLUSIONS 


Of 300 cases, the clinical diagnosis of sebaceous cyst 
was correct in 248 cases (82.7% ). In 52 cases (17.3% ) 
the pathological diagnosis was at variance with the 


From the Department of Pathology of the New York University Post- 
Graduate Medical School and of the University Hospital, New York 
University-Bellevue Medical Center. 

1. Ormsby, O. S.: A Practical Treatise on Diseases of the Skin for the 
Use of Students and Practitioners, ed. 5, Philadelphia, Lea & Febiger, 
1937, pp. 1173-1175. ‘ 

2. Herbut, P. A.: Surgical Pathology, Philadelphia, Lea & Febiger, 
1948, p. 44. 

3. Eller, J. J., and Eller, W. D.: Tumors of the Skin: Benign and 
Malignant, ed. 2, Philadelphia, Lea & Febiger, 1951, pp. 298-300. 

4. Caylor, H. D.: Epitheliomas in Sebaceous Cysts, Ann. Surg. 82: 
164, 1925. 
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clinical diagnosis. Tabulation of these diagnoses reveals 
24 different pathological entities. In 43 cases there was a 
moderately severe inflammatory reaction, usually a 
granulomatous foreign body reaction, associated with the 
sebaceous cyst. No case of carcinoma arising in a seba- 
ceous cyst was found in this series. Excised sebaceous 
cysts must be examined histologically to arrive at a cor- 
rect diagnosis. 


303 E. 20th St. (3). 


SIMPLE RECEPTACLE FOR T-TUBE 
DRAINAGE 


James R. Watson, M.D., Pittsburgh 


Any system that provides for drainage of the common 
bile duct consists of two essential parts; a catheter or T- 
tube to be placed in the duct and a receptacle for collect- 
ing the bile, which is attached to the dressing on the ab- 
dominal wall. I have used a number of devices for the 


Receptacle for T-tube drainage in use. 


receptacle, none of which have ever been completely sat- 
isfactory to either the patients or the attending nurses. 
Any unexpected change in position on the part of the pa- 
tient would be apt to cause spillage of bile on the dressing 
and the bed. 

Recently, after having inserted a T-tube in the common 
duct of an obese patient and having applied the dressing, 
I was confronted with a T-tube that was too short to 
reach the 8 oz. (250 cc.) pharmacy bottle and nipple that 
I usually used for the receptacle. The nursing supervisor, 
Miss Catherine Marburger, speedily remedied the prob- 
lem by obtaining a secondary Venopak unit (a disposable 
venocylsis unit for intravenous administration of fluids 
[Abbott] ). The unit consisted of a length of plastic tubing 
with an adapter that fit the T-tube perfectly. The other 
end of the tubing had a screw cap attached to it that con- 
tained an air vent. The thought immediately occurred to 
use a 250 cc. intravenous solution bottle that the cap 
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had been made to fit. Adhesive tape was applied to the 
bottom and sides of the bottle to serve as a sling, which 
was pinned to the dressing. A scultetus binder was placed 
over the dressing and the excess tubing coiled beneath it. 

There has been no soilage problem since I have used 
this method. It represents the best device with which | 
have had any experience (figure). It has the following 
advantages: 1. The secondary unit and bottle are readily 
available at negligible cost. 2. The unit is packaged in a 
sterile container ready for immediate use. 3. There is no 
spillage of bile on the bed or dressing. 4. The bottle is 
calibrated by the manufacture to 250 cc., which permits 
accurate measurement of the amount of drainage. 5. The 
bottle is easily removed and replaced when it needs to 
be emptied. 


435 Seventh Ave. (19). 


ISOLATION OF COXSACKIE VIRUS FROM 
PATIENTS WITH EPIDEMIC PLEURODYNIA 


Oskar T. Thordarson, M.D. 
Bjorn Sigurdsson, M.D. 
and 


Halldér Grimsson, fil.mag., Reykjavik, Iceland 


Epidemic myalgia, or pleurodynia, was probably first 
observed as a clinical entity by the Icelandic physician 
J6n Finsen.' In 1874 he described two epidemics of the 
disease, one of them occurring in 1856 and the other in 
1866. Finsen called the disease pleurodynia. Since 1928 
the disease has annually figured in the Icelandic health 
reports. 

Several authors have recently reported the successful 
isolation of strains of the so-called Coxsackie viruses 
in cases of epidemic pleurodynia.* These observations 
stimulated us to search for this type of virus in an epi- 
demic that occurred in Reykjavik, in 1951. In the period 


from April to August, 1951, 225 cases of epidemic 


pleurodynia were registered in Reykjavik, a town of 
57,500 inhabitants. The morbidity thus amounted to 
about 0.5%. In this period no cases of anterior acute 
poliomyelitis or aseptic meningitis were reported. The 
main symptoms and signs in these patients were as fol- 
lows: no prodromes and a sudden beginning in 8, thoracic 
pain in 14, abdominal pain in 7, pain in the extremities 
in 4, headache in 3, sore throat in 2, cuffing in 2, fever 
(temperatures of 37.5 [99.5 F] to 40 C [104 F]) for one to 


From the Institute of Experimental Pathology, University of Iceland. 

1. Finsen, J.: lagttagelser angaaende Sygdomsforholdene i Island, 
Copenhagen, C. A. Reitzels Forlag, 1874, pp. 145-146. 

2. Dalldorf, G., and Sickles, G. M.: An Unidentified, Filtrable Agent 
Isolated from the Feces of Children with Paralysis, Science 108: 61-62, 
1948. Curnen, E. C.; Shaw, E. W., and Melnick, J. L.: Disease Resembling 
Nonparalytic Poliomyelitis Associated with Virus Pathogenic for Infant 
Mice, J. A. M. A. 141: 894-901 (Nov. 26) 1949. Curnen, E. C.: Human 
Disease Associated with the Coxsackie Viruses, Bull. New York Acad. 
Med. 26: 335-342, 1950. Weller, T. H.; Enders, J. F.; Buckingham, M., 
and Finn, J. J., Jr.: Etiology of Epidemic Pleurodynia: Study of 2 Viruses 
Isolated from Typical Outbreak, J. Immunol. 65: 337-346, 1950. Findlay, 
G. M., and Howard, E. M.: Coxsackie Viruses and Bornholm Disease, 
Brit. M. J. 1: 1233-1236, 1950. Geffen, T.: Bornholm Disease, ibid. 
1: 1185-1187, 1951. Brown, C. M.; Liddle, D. C., and Tobin, J. O.: Born- 
holm Disease and Coxsackie Virus, Lancet 1: 445-446, 1952. Lazarus, 
A. S.; Johnston, E. A., and Galbraith, J. E.: An Outbreak of Pleurodynia, 
with Special Reference to the Laboratory Diagnosis of Coxsackie Virus 
Infections, Am. J Pub. Health 42: 20-26, 1952. 
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six days in 13,° severe illness in 2, muscle tenderness in 8, 
signs of pleurisy in 1, hyperemic pharynx in 5, and bron- 
chitis in 1. 

The following methods were employed for isolating 
and identifying the virus: 1. Extracts of stool were pre- 
pared and injected intraperitoneally into suckling mice, 
less than 48 hours old. 2. A histological examination was 
performed on animals that became paralyzed. 3. Neutral- 
izing antibodies against one of the virus strains isolated 
were measured in paired serums from the patients. Sam- 
ples of stools and serum were collected from the patients 
as soon as the diagnosis was considered certain. In 13 
patients this was from 1 to 4 days after they became ill, 
and in 2 it was 6 and 10 days, respectively, after the dis- 
ease began. The patients were bled for the second time 
about three weeks after the first bleeding. Feces and 
serum were frozen immediately after collection and kept 
at-22 C until used. In preparation for injection the stool 
suspension was first centrifuged several times at low speed 
to remove coarse particles and bacteria. After this it was 


TaBLE 1.—Results of Attempts to Isolate Coxsackie Virus 
from the Blood Serum of Fifteen Patients with 
Epidemic Pleurodynia 


First Passage Second Passage 

Propor- Propor- 
tion tion 

of Mice of Mice Results 
That Paraiysis That Paralysis of 


Died to Produced Died to Produced  Histo- 


Those by Those by logical Recovery 

Inocu- Inocula- Inocu- Inocula- Exam- of 
Case lated tion lated tion ination Virus 

3 3/9 oo 1/7 + + + 
6 6/10 0/7 
’ 5/5 “+ 7/7 + + + 
2/6 8/8 + + + 
9 3/6 + 8/8 _ + + 
10 1/3 + 10/12 a > oa 
7/8 0/6 + + 
2 1/6 9/10 + + 
6/6 + 6/6 + + 


run in the Spinco ultracentrifuge, rotor F, at 29,500 rpm 
(73,000 times the force of gravity) for two and one-half 
hours, so that sediment was deposited in the virus. It was 
resuspended in a small volume used for inoculation. To 
this extract were added penicillin and streptomycin in 
sufficient quantity so that the extract contained 2,000 
units of penicillin and 10 mg. of streptomycin per milli- 
liter. Of this extract, 0.05 ml. were injected intraperi- 
toneally into suckling mice. Mice dying less than 48 hours 
after the injection were discarded. Paralysis and specific 
deaths occurred on the 3rd to the 12th day, usually on the 
7th to the 9th day. When paralysis occurred, it was usu- 
ally very distinct and most commonly affected the hind 
legs. Only animals with distinct paralysis were used for 
passing virus and for histological work. Material from the 
first passage was passed on to other suckling mice. The 
skin and the viscera were removed and the remaining 
carcass suspended in the Waring Blendor, diluted, and 
injected. 
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Table 1 shows the results of our attempts to isolate 
Coxsackie virus from the 15 patients. It will be seen that 
a virus producing paralysis was isolated in 9 cases out 
of 15. A histological examination was carried out on the 
experimental animals in whom changes occurred due to 
the virus. The muscles were examined in all cases, and 
the liver and brain in several of the animals. The histo- 
logical changes were generally very conspicuous, and in 
every case they were of the same type as has repeatedly 
been described for Coxsackie virus infections. Four of 
the virus strains isolated were injected into a number 
of adult mice and proved to be nonpathogenic. 


- Paired serums from seven patients were tested for the 
presence of neutralizing antibodies against one of our 
newly isolated strains. Three dilutions of serum, 1:10, 
1:50, and 1:250, were tested against 100 minimal lethal 
doses of virus. The results of this neutralization test may 
be seen in table 2. It will be seen that in five of the seven 
patients examined a significant rise in antibody titer 
against this virus strain was observed. In the remaining 
two cases a rise in antibody titer against the strain used 
was not found. Virus had been isolated from one of these 
two patients, but this strain has not been subjected to an 


TABLE 2.—Results of Tests for Neutralizing Antibodies in 
Paired Serums from Seven Patients 


Proportion of Mice That Showed Symptoms 
to Those Inoculated * 


Acute Stage Oonvalescent Stage 
Serum Serum 

Case 1:10 1:50 1:250 1:10 1:50 1:250 Titer 
2/7 6/6 7/7 4/10 6/7 0/6 
4/6 7/7 0/6 0/6 + 
2/6 6/6 7/7 8/8 
1/11 2/7 6/6 0/6 0/5 + 
, ere 1/6 2/6 5/5 7/7 1/8 0/7 + 
3/6 7/9 5/7 3/5 0/6 ane + 
Distecnsidese 2/5 7/7 1/7 1/6 0/5 0/5 oa 


* Virus isolated from the patient in case 13 was employed in these 
ts. 


immunologic examination. Possibly it may differ from the 
strain used in the neutralization test. From the neutraliza- 
tion test, however, it may be concluded that at least six 
of the patients in whom virus was found have gone 
through an infection with a similar or an identical strain 
of virus. These investigations have not been carried fur- 
ther because of lack of time, and for the same reason no 
attempt has been made to classify immunologically the 
strains isolated. 

SUMMARY 

A widespread epidemic of epidemic pleurodynia oc- 
curred in Reykjavik from April to August, 1951. An 
account was given of the main symptoms observed in the 
patients in this epidemic. Fifteen patients with epidemic 
pleurodynia were examined for the presence of Coxsackie 
virus in their stools. Such virus was isolated from 9 of the 
15 patients tested. Neutralization tests on paired serums 
from seven patients indicated that at least six of the pa- 
tients had gone through an infection with a similar or an 
identical type of virus. We conclude that these experi- 
ments lend support to the view that epidemic pleurodynia 
is caused by viruses of the Coxsackie group. 


3. In one case the temperature was not taken. One other patient had a 
normal temperature. 
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COUNCIL ON PHARMACY 
AND CHEMISTRY 


REPORT TO THE COUNCIL 


The Council has authorized publication of the following 
report submitted to the Committee on Research. 


R. T. Stormont, M.D., Secretary. 


In some instances, dangerous side-reactions to highly potent 
therapeutic agents constitute a more serious threat to the life 
of the patient than the disease for which the patient is beirig 
treated. The hypoplastic anemias that aroused considerable 
attention recently are a case in point. 

The following report to the Committee on Research was 
prepared at the request of the Committee and represents the 
first step in a further investigation of the causes and incidence 
of the hypoplastic anemias in the United States. A Sub- 
committee on Blood Dyscrasias has been appointed and will 
soon meet to formulate a plan of study and protocols for 
analysis of cases of hypoplastic anemia. 

The matter of earlier reporting of all drug reactions, in- 
cluding the hypoplastic anemias, was discussed at the annual 
meetings of the Committee on Research and the Council on 
Pharmacy and Chemistry. It was felt that information on the 
potential dangers of therapeutic agents should be called to the 
attention of the profession at the earliest opportunity. To 
accomplish this purpose the Committee on Research was 
authorized to take measures for the collection of available 
data on the hazards, reactions, and results in connection with 
treatment utilizing new procedures and drugs and to inform the 
practicing physicians of the existence of this agency for collect- 
ing such data. The Committee on Research was urged to 
compile these data into reports to be submitted from time to 
time for publication in THE JOURNAL. 

Physicians are urged to report immediately all incidents of 
untoward drug reactions, especially with newer therapeutic 
agents, to the undersigned at the A. M. A. Headquarters and 
to the Food and Drug Administration in Washington. 


PauL L. WerMER, M.D., Secretary, 
Committee on Research. 


HYPOPLASTIC ANEMIAS AND RELATED 
SYNDROMES CAUSED BY DRUG IDIOSYNCRASY 


Edwin E. Osgood, M.D., Portland, Ore. 


Hypoplastic anemia is essentially the simultaneous occur- 
rence of erythrocytic, granulocytic, and thrombocytic hypo- 
plasia. These conditions may occur separately or in any com- 
bination. An absolute decrease in the lymphocytic series of 
cells is often associated, although they are relatively less 
affected as a rule. Agents that produce one of these syndromes 
wili often produce two or more of these syndromes simul- 
taneously in different persons or in larger doses. 


DIAGNOSIS 


Pure erythrocytic hypoplasia is characterized by normocytic 
anemia with a decrease in reticulocytes in the blood to few 
or none and a great decrease in the number of nucleated 
erythrocytes in the aspirated marrow. 

Granulocytic hypoplasia is characterized by a decrease in 
the absolute number of cells of the granulocytic series in 
the peripheral blood and also a great decrease in the number 
of these cells in the aspirated bone marrow. When the total 
number of neutrophils in the blood falls below 200 per cubic 
millimeter, invasions of the mucous membranes of the body 
by micro-organisms usually follow. These are usually mixed 
infections with many different organisms, but Borrelia vincenti 
(Vincent’s organisms) often predominate. Soreness and mem- 
branous ulceration of the gums are usually the first mani- 


Professor of Medicine and Head of the Division of Experimental Medi- 
cine, University of Oregon Medical School. 
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festation, but any mucous membrane in the body and the 
alveoli of the lungs may also be invaded. If the infection 
remains untreated, it may cause death in a very short time, 

Thrombocytic hypoplasia is characterized by decreaseg 
thrombocytes in the blood and decreased nucleated cells of the 
thrombocytic series in the marrow. The clinical features ar 
spontaneous petechial and purpuric spots scattered over the 
body, ecchymoses rather than hematomas from trauma, spon. 
taneous bleeding from the gums, and menorrhagia. Cerebra| 
hemorrhage is the common cause of death. 

The most reliable laboratory test of thrombocyte function 
is the clot retraction test. Serious bleeding rarely occurs when 
clot retraction begins within one hour and is complete in 1g 
to 24 hours, but serious bleeding is an imminent danger when 
clot retraction fails to occur. The thrombocyte count, as done 
in the average clinical laboratory, is almost worthless as q 
guide to therapy; even skilled hematologists find that one jp 
20 replicate thrombocyte counts will fall outside a range of 
+50% of the mean of a large number of counts. Other jp. 
dications of deficient thrombocyte function are a bleeding time 
over eight minutes, a positive petechiometer (capillary fragility) 
test, and scarce or total lack of thrombocytes as observed jn 
stained blood smears. 

Hypoplastic anemia exhibits all of the aforementioned 
features combined. Because of the difference in life spans of 
these cells (24 to 96 hours for thrombocytes, 72 to 144 hours 
for the granulocytic series of cells, and 120 days for the 
erythrocytic series), the thrombocytopenia and granulocytopenia 
usually long precede the anemia; but the decrease in reticulo- 
cytes and in nucleated erythrocytes (life span of 36 to 48 hours 
each) occurs early, as does the hypocellularity in the bone 
marrow. A total nucleated cell count of aspirated bone marrow 
under 10,000 per cubic millimeter is suggestive, whereas a 
count under 6,000 is diagnostic if no cells characteristic of 
aleukemic leukemia are present in the aspirate. 

The drug-induced hypoplastic syndromes differ from other 
hypoplastic syndromes in that the disease develops in only a 
small proportion of the population exposed to risk, and the 
severity of the hypoplasia shows little relationship to the dose 
administered. In other words, there is a difference or idio- 
syncrasy to the particular drug in the response of the person 
affected. Evidence suggests that these untoward reactions occur 
more commonly in persons with a history of allergy and ona 
second or an intermittent course of treatment than with the 
first administration of the agent. However, cases have occurred 
in persons with no history of allergy after the first administra- 
tion of small doses well within the range of those tolerated 
by the great majority of persons. 

The mechanism of this idiosyncrasy is unknown. In my 
opinion, the known facts are best explained if the drug or one 
of its metabolites, in susceptible persons, combines with an 
essential protein of the cell to form a new protein that causes 
development of antibodies; however, conclusive proof of 
existence of this mechanism is not available. 

The drugs that are known to have produced this type of 
hypoplastic syndrome are listed in table 1. Therefore, it is 
especially important to elicit a history of the exact amounts 
taken and time relationship to onset of symptoms for all drugs 
the patient received during the four to eight weeks immediately 
preceding the onset of symptoms or signs of these hypoplastic 
syndromes. The patient should be questioned specifically about 
exposure to any of the drugs listed in table 1. Since many of 
these agents are sold under proprietary names or in trade- 
named mixtures, the list given is incomplete. New preparations 
are constantly appearing, and an adequate drug history may 
also involve reading the fine print on original packages at the 
pharmacy where medication was obtained. 


DIFFERENTIAL DIAGNOSIS 

These drug-idiosyncrasy hypoplasias must be differentiated 
from hypoplasias of other etiology. The mild hypoplasias (all 
common) that are associated with certain bacterial, viral, or 
parasitic infections and with hypothyroidism or with protein 
deficient diets are usually easily recognized, as is the erythro- 
cytic hypoplasia associated with impairment of renal function. 
An enlarged spleen will differentiate between the moderately 
severe hypoplasias associated with the various conditions pro 
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ducing portal hypertension and congestive splenomegaly, and 
drug-induced hypoplasias. The rare cases of congenital erythro- 
cytic hypoplasia and congenital hypoplastic anemia (Fanconi’s 
syndrome) date from birth, whereas the drug-induced hypo- 
plasias do not. The preceding history, physical examination, 
and laboratory findings of a patient will reveal the difference 
between drug-induced hypoplasia and the rare hypoplasia 


Taste 1.—Classification of Drugs That May Produce an 
Idiosyncrasy Causing Hypoplastic Anemia or 
Related Syndromes 


Estimated 
Relative 
Classification Risk ¢ 
Anticonvulsants 
Methyl-phenyl-ethyl-hydantoin (Mesantoin) ............. High 
Antihistaminies * 
Phenothiazine-type (Phenergan) Moderate 
Ethylenediamine-type (Pyribenzamine hydrochloride)... Low 
Antimicrobial agents 


High 


Chloramphenicol (Chloromycetin) . High 
Low 
Antithyroid agents 
Sedatives 
Allylisopropylacetylurea + (Sedormid) High 
Spasmolyties 
Moderate 
Procaine amide * (Pronestyl) hydrochloride............. Low 
Unclassified group 
High 
Phenylbutazone (Butazolidin) High 
Nitrophenols * ........ High 


Quinacrine hydrochloride (Atabrine dihydrochloride)... Low 


* Chiefly granulocytic hypoplasia. 

+ Chiefly thrombocytie hypoplasia. 

t Based on proportion of persons receiving drug in whom one of these 
hypoplastic syndromes is likely to develop. No adequate data are avail- 
able except for quinacrine, for which risk is approximately 1 in 25,000 
patient years of exposure. 


caused by complete myelofibrosis or osteopetrosis or the very 
rare hypoplasia that constitutes the terminal phase of an oc- 
casional patient with lymphocytic leukemia. The history of 
exposure to X-rays, radioactive isotopes, nitrogen mustards, 
urethane, dimethyl 1,4-butanedisulfate (Myleran), 6-mercapto- 
purine, or antifolic acid compounds such as aminopterin, or 
of occupational exposure to benzol will differentiate the group 
of cases caused by these agents (all produce hypoplasia in any- 
one if the dose is large enough) from the drug-idiosyncrasy 
group of hypoplasias. There are also idiopathic forms of hypo- 
plasia resulting from an unknown cause, in which the most 
careful history fails to reveal an agent that might possibly be 
responsible. 

The initial occurrence in hypoplasia seems to be prolonga- 
tion of the intermitotic interval or complete cessation of cell 
division in the marrow; however, some cases of hypoplasia 
result from actual destruction of marrow cells. The predomi- 
nant cells remaining in the marrow belong to the plasmocytic, 
lymphocytic, and histiocytic series, but prolonged search will 
nearly always reveal a few cells of the involved series. There- 
fore, complete aplasia almost never occurs. 

When cell division begins again, only immature cells are 
first produced; this predominance of immature cells must not 
be confused with acute leukemia, which may give every clinical 
and laboratory sign of hypoplastic anemia. The involved cells 
in acute leukemias have larger nucleoli than their normal 
counterparts. In acute leukemia lymph nodes and the spleen 
are usually enlarged, and usually the total nucleated cell count 
of the marrow is over 10,000 per cubic millimeter. Enlarge- 
ment of the spleen and lymph nodes does not occur in the 
hypoplastic syndromes under consideration except as a focal 
enlargement in an area draining localized infection. The great 
Majority of patients with pancytopenia will prove to have acute 
aleukemic or subleukemic leukemias if thin smears of the buffy 
coat of the blood and aspirated marrow are carefully studied 
for increased numbers of disintegrated cells and “blast” and 
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“pro” cell forms with large nucleoli. Idiopathic and allergic 
thrombocytopenic purpuras are differentiated by the normal 
or increased numbers of megakaryocytes in the marrow. 


THERAPY 

The majority of the cases reported would not have occurred 
if the risk of the disease had been weighed against the risk of 
the drug employed. For a minor ailment that is almost certain 
to improve with a safer therapy or only supportive measures, 
it would certainly seem inadvisable to prescribe a drug that 
has been known to cause death. Any patient who is ill enough 
to require therapy with such a drug (even though death oc- 
curred in only a very small percentage of patients) is certainly 
ill enough to justify an initial determination of hemoglobin 
concentration, leukocyte count, reticulocyte count, and clot 
retraction time. These tests should serve as a basis for com- 
parison with subsequent hematological studies after therapy 
has been started. Patients should be told when any drug listed 
in table 1 is prescribed that the physician should be consulted 
immediately if soreness of the gums, bleeding from the gums 
or into the skin, extreme weakness, or pallor develop so that 
the aforementioned tests can be repeated daily. Ideally, these 
tests should be repeated at least once a week both during the 
early stages of treatment with any agent listed in table 1, and 
at the termination of therapy. 

If any of these tests indicates mild hypoplasia (the range is 
shown in table 2) it should be repeated daily; any progressive 
decrease or indication of moderate or severe hypoplasia 
requires immediate cessation of administration of any drug 
listed in table 1 or any compounds closely related chemically. 
The patient should be given a card worded as follows: “John 
Doe has an idiosyncrasy to (name of drug or compound) that 
led to the development of (type of hypoplasia). Under no 
circumstances should he ever again receive this compound or 
any closely related compounds.” The patient should be given 
explicit instructions to keep the card on his person and to 
show or read this card to any physician he might consult in 
the future. The same information should be included in large 
print on the front page of his office and hospital records. The 
importance of this procedure cannot be overemphasized. Many 
patients, having recovered from initial attacks of drug-induced 
hypoplasia, have died from subsequent attacks that would 
never have occurred had this precaution been observed. 

Patients with moderate asymptomatic granulocytic hypo- 
plasia should receive a daily dosage of 300,000 units of pro- 
caine penicillin with 0.5 gm. of streptomycin, given intra- 
muscularly. For severe hypoplasia or symptomatic hypoplasia, 


TaBLE 2.—Grades of Hypoplastic Syndromes 


Test Mild Moderate Severe 
Absolute number of neutro- 
phils per cubie millimeter 
(WBC times %)........... 500-1500 200-500 < 200 
Ciot Delayed or Absent 1 hr. Absent 18 hr. 
incomplete 


Reticulocytes, % .......... 0.3-0.5 0.1-0.3 <0. 


* See J. A. M. A. 150: 1197 (Nov. 22) 1952, fig. 7, for a good photograph 
showing incomplete and absent clot retraction. Observe rack of blood 
serology tubes for range of normal clot retraction. 

+ Mix five drops of blood with five drops of freshly filtered 1% brilliant 
cresyl blue in isotonic sodium ehloride solution in a small test tube. Let 
stand 15 minutes and make thin smear. Count at least 20 reticulocytes 
or 200 fields. The Miller eyepiece disk (Brecher, G. A., and Schneiderman, 
M.: Time-Saving Device for Counting of Reticulocytes, Am. J. Clin. Path. 
20: 1079 [Nov.] 1950) saves time on low counts. If the reticulocyte count 
is low, aspirate 9.5 to 2 ml. of marrow. Mix thoroughly with 2 mg. of 
dry potassium oxalate per ml. in small test tube. Do total nucleated cell 
count by technique of leukocyte counting. Do differential count of 500 cells 
on thin Wright’s stained smear. Total nucleated cell count times % of 
all types of nucleated erythrocytes is absolute number of nucleated 
erythrocytes per cu. mm. Values corresponding to mild, moderate, and 
severe erythrocytic hypoplasia are 2,000 to 4,000; 500 to 2,000, and < 500, 
respectively. 


this therapy should be given twice daily, and supplemented in 
48 hours with 500,000 units of penicillin G, given intramus- 
cularly, twice daily if symptoms have not dramatically im- 
proved. The dose of penicillin G should be doubled every 48 
hours until rapid improvement is apparent. This dose should 
be maintained until at least one week after complete healing 
of ulcerations and disappearance of all evidence of infection. 
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The prophylactic dose should be continued until a definite 
upward trend of the neutrophils in the mild hypoplasia range 
is evident. 

The only effective therapy for thrombocytic hypoplasia is 
fresh (not over six hours old) blood transfusions given every 
six hours until clot retraction begins in one hour. Transfusions 
should be repeated as often as necessary to maintain some clot 
retraction. In severe cases this may involve daily transfusions 
for long periods of time. Blood from patients with high 
thrombocyte counts, such as occur in polycythemia vera, is 
advantageous when available. If plethora or erythrocytosis de- 
velops because of the much longer life span of the erythrocytes, 
the transfusions may be preceded by withdrawal of a volume 
of blood equal to that to be administered. Negligible numbers 
of thrombocytes are removed by such a procedure because of 
their short life span. The various methods of concentrating 
thrombocytes are as yet not very practical in any but the 
largest urban centers. Clot retraction tests must be repeated 
daily to control adequately this type of therapy. 

Great care should be exercised to preserve veins by skiilful 
venipunctures, rather than by cutting down on the vein if it 
can possibly be avoided, since the need for frequent trans- 
fusions may persist for many months. When venipuncture is 
impossible, blood can always be given through a marrow 
aspiration needle inserted into the marrow cavity 1 cm. below 
the iliac crest, with the patient lying on the opposite side. 
Time, money, and veins should not be wasted by giving cal- 
cium or vitamin K preparations. The latter are of value only 
in patients with hypoprothrombinemia of less than 50% of 
normal, and no known bleeding tendency is benefited by cal- 
cium therapy. Extreme care should be used in the typing and 
crossmatching of blood in these patients who will usually need 
many transfusions. An Rh-negative patient must not receive 
Rh-positive blood. If intracranial bleeding or serious bleeding 
elsewhere begins, it is probably justifiable to give blood before 
the usual serologic tests for syphilis have been completed; for 
should they be positive, adequate penicillin therapy can be 
given, and the risk of fatal hemorrhage is far greater than the 
risk from possible transmission of syphilis. Every minute counts 
under such circumstances. Erythrocytic hypoplasia occurring 
alone is usually readily controlled by one transfusion every 
week or 10 days. 

These measures are the only ones of proved value in treat- 
ment of these syndromes. If the patients can be kept alive long 
enough, spontaneous recovery will usually occur. The severer 
the marrow damage, the longer this may require; sometimes 
it is a matter of many months or even several years. Patients 
with milder forms may recover in the course of a few days or 
weeks. 

A trial of cortisone or corticotropin therapy may be justifi- 
able, but sufficient evidence is not available to establish its 
value. 

Cobalt chloride, 50 mg., three times daily after meals, 
prepared from the chemically pure reagent in aqueous solution, 
has proved effective in other types of erythrocytic hypoplasia. 

There is no statistically sound evidence that pentnucleotide 
or yellow bone marrow has accomplished anything in these 
diseases; their intramuscular injection leads to additional por- 
tals of entry and sites of lowered resistance to infection. 


SUMMARY 

Some risk of drug-induced hypoplasia is unavoidable. Drugs 
that are known to carry a greater risk than the disease for 
which they are given should never be administered. Simple 
tests are available that will detect the syndromes. According 
to present knowledge, recovery depends on prompt recognition 
of the hypoplasia, immediate discontinuance of the causal 
agent, precautions to prevent its ever being given again to 
the same person, and use of the known effective measures in 
controlling infection, bleeding, and anemia until spontaneous 
cell division begins again in the marrow. 

Much remains to be learned about the relative risks of the 
different agents, the mechanism of production of these diseases, 
and their proper therapy. Accurate and complete reporting of 
all such cases to the Council on Pharmacy and Chemistry of 
the American Medical Association will greatly facilitate the 
accumulation of such knowledge. 


J.A.M.A., June 27, 1953 


REPORT TO THE COUNCIL 


The Council has authorized publication of the following 
report from the Committee on Pesticides. 


R. T. Stormont, M.D., Secretary, 


The selection and establishment of nonproprietary names for 
chemicals is a little-known and often unappreciated task 
undertaken by certain groups in this country and abroad. 
Substantial gains in simplifying the naming of drugs and 
pesticides have been made, but these have been accomplished 
with difficulty. Many of the problems which still beset 
nomenclature groups stem from a lack of understanding of the 
value of such names to the public and to the professions. 

The Committee feels that a review of the history of this 
practice, which concerns the value and significance of generic 
names for chemicals and current problems particularly as they 
relate to pesticide nomenclature, has long been overdue. The 
following report, which is the tenth in a series of published 
statements by the Committee on Pesticides, has been prepared 
for this purpose. Information on previous reports may be ob- 
tained from the Committee office. 

BERNARD E. CONLEY, Secretary, 
Committee on Pesticides. 


USE AND ABUSE OF GENERIC (COINED 
COMMON) NAMES FOR PESTICIDES 


One of the major impediments in the advancement of 
scientific knowledge is the confusion resulting from the multi- 
tude of names that exist for a particular chemical. A compound 
that has become familiar to the public may be identified by 
a chemical name, a common or generic name, an Official name, 
trade, brand or proprietary names, or a popular or non- 
proprietary synonym. The growing number of compounds and 
the variety of their designations are overwhelming to all but 
those with sufficient time and compelling interest to keep 
abreast of current terminology. 

Certain names are justified, and each type of nomenclature 
has its own strong adherents. For example, many believe that 
chemical names make unmistakably clear the structure and 
composition of a compound. Such names are accurate and de- 
scriptive; nevertheless, they have universal meaning only to 
chemists and certain other specialists. To the technically un- 
informed or to those in other scientific pursuits, chemical 
descriptions are frequently too cumbersome to use and too 
difficult to remember. In the early use of a new, complex 
substance, several chemical descriptions may appear in the 
literature, which may contribute to confusion among users and 
result in mistakes in use and in treatment of poisoning. Many 
chemical names are so unwieldy that laboratory nicknames 
compounded from initials of the component groupings in the 
substance have become popular. Some abbreviated designations 
such as BAL, DDT, TNT, and 2,4-D are so firmly established 
in the public consciousness that a change to a more descriptive 
name is now a formidable problem. The difficulties engendered 
by an increasing use of trivial and trademarked initials, num- 
bers, or combinations of the two should be obvious to all. 

Proprietary, brand, or trademarked names for chemicals are 
subject to similar limitations. Although trade names are neces- 
sary and useful tools of our competitive system, they have a 
tendency to conceal rather than to reveal the nature of the 
product. The myriad of fanciful names, which are trademarked 
for preparations containing a widely accepted chemical, pre- 
dispose prescribing and use by name rather than by nature of 
the compound and action desired. Labeling problems, con- 
fusion with names for unrelated and sometimes more danger- 
ous preparations, and the exacting requirements of scientific 
literature preclude dependence solely on proprietary names as 
a means of identification. This has led to the coining of generic 
names as a direct and simple means of identifying the chemical 
compounds in commercial preparations. An estimate of theif 
value to manufacturers and consumers alike can be gained 
from the history and experience of the procedure in this 
country. 
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HISTORY 


One of the first, if not the initial, organized attempts to 
ggndardize the popular nomenclature of new chemicals was 
ndertaken in 1911 by the Council on Pharmacy and Chemis- 
try, Realizing the need for a common name for the chief con- 
gjtuent in the various brands of the blood-pressure-raising 
principle of the adrenal glands, the Council adopted epi- 
pephrin(e) as such a term. Further impetus to the Council’s 
action Was provided by the Federal Trade Commission in 1917. 
In carrying out the provisions of the Adamson Act, the Com- 
nission licensed American firms to use U. S. patents on certain 
wnthetic drugs Owned by German citizens. However, it re- 
wired all licensees to use generic designations for the article. 
Arsphenamin(e), barbital, cinchophen, and procain(e) were the 
‘ommon names required to be used in association with the 
jrugs trademarked respectively as Salvarsan, Veronal, Atophan, 
and Novocain. 

The next significant step in the medical employment of 
eneric names occurred in 1920 when a prominent pharma- 
sutical firm began using short, coined, nonproprietary names 
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nature. World War II fostered a technicologic revolution in the 
pesticidal chemical industry. The industry’s growth and in- 
creased influence, plus a rise in the number and complexity of 
its products, focused attention on the advantages of having 
short, common names that technicians and users alike could 
conveniently remember. This prompted various public health 
and agricultural agencies to consider the use of coined, com- 
mon names for pesticides. 

In April, 1947, the newly formed Interdepartmental Com- 
mittee on Pest Control, a group composed of representatives 
of the various departments of the federal government interested 
in pest control, approached the Council on Pharmacy and 
Chemistry concerning the development of acceptable, non- 
proprietary, common names for new economic poisons. The 
Council agreed to collaborate with the Interdepartmental Com- 
mittee for the purpose of unifying and standardizing generic 
name selection for chemicals used as drugs, as pesticides, or 
interchangeably for both purposes. The relationship between 
the Council and the Interdepartmental Committee existed on a 
direct, collaborative basis for three years; then the Committee 


TABLE 1.—Representative Names for Pesticidal Chemicals Used as Economic Poisons 


Generic Name Chemical Name 
1,2,3,4,10,10-Hexachloro- 
1,4,4a,5,8,8a-hexahydro- 
1,4,5,8-dimethanonaphthalene 


di-2-Ally]-4-hydroxy-3-methyl- 
2-cyclopenten-1-one ester- 
ified with a mixture of cis- 
and trans-dl- chrysanthemum- 
monocarboxylic acid 


1,2,3,4,10,10-Hexachloro-6,7- 
epoxy-1,4,4a,5,6,7,8,8a-octa- 
hydro-1,4,5,8-dimethano- 
naphthalene 


1,1,1-Trichloro-2,2-bis (p- 
methoxyphenyl) ethane 


thiophosphate 


69% Clz) 


8-(a-Acetonylbenzy])-4- 
hydroxycoumarin 


Other Names and 


Trade Names * Synonyms Major Uses 
Octalene Compound 118 Insecticide 
Pyresyn Ally] cinerin Insecticide 

Synthetic pyrethrins 
Octalox Compound 497 Insecticide 
Marlate DMDT Insecticide 
Dianisyl analogue 
of DDT 
Aphamite, Phoskil, Compound E 605 Insecticide 
Kilphos, Corothion, Compound 3422 
Paraphos, Genithion, DPP 
Penphos, Mackothion, DNTP 
Vapophos, Plantthion, AAT 
and Thiophos 
Phenatox, Penphene, Compound 3956 Insecticide 
Gy-Phene, Terpene, 
Phenacide, Toxakil, 
Kilphene, Chlorphene, 
and Alltox 
Dethmor, Rat-deth, Compound 42 Rodenticide 


and Ro-deth WARF Compound 42 


in connection with its trademarked names. Products were 
marketed under the trade name followed by the statement 
“brand of ——, a nonproprietary name.” The generic names 
were coined by the firm and accepted by the Council on Phar- 
macy and Chemistry as nonproprietary synonyms for inclusion 
in New and Nonofficial Remedies. In several instances, the 
coined name ultimately became the official name for the drug 
by virtue of its adoption by the United States Pharmacopeia. 

The celebrated “aspirin” and “cellophane” court decisions 
further stimulated manufacturers to use generic names in con- 
junction with trade names. In both cases, it was ruled that the 
ims lost their trademark rights to “aspirin” and “cellophane” 
because the names had become accepted as popular designa- 
ons for products represented by these names and, therefore, 
were not associated in the public mind as trade names. The 
pharmaceutical industry, as a group, was the most sensitive 
ind immediately responsive to the legal precedents that these 
kcisions established. As a consequence, an overwhelming 
majority of the manufacturers of prescription chemicals co- 
Operate with the Council in the selection of generic nomen- 
clature for drugs. 

The need for uniform and universally recognized generic 
signations for pesticides has been slower to develop. Until 
World War II comparatively few and relatively simple in- 
organic and organic compounds were introduced and used at 
‘tate sufficient for users to become acquainted with their 


* The list of trade names, other names, and synonyms is not intended to be complete but is given to illustrate the complexity of the nomenclature. 


on Pesticides was formed, and it assumed the responsibility for 
the Council’s part in this public service activity. 

A list of common names for pesticidal chemicals adopted 
by the Interdepartmental Committee, which have been con- 
curred in by the Council or the Committee on Pesticides, is 
presented in table 1. A list of similar names for pesticidal 
chemicals used as therapeutic agents, which have been adopted 
by other recognized groups here and abroad, is presented in 
table 2. 


GUIDING PRINCIPLES 


The following basic principles have been adopted and 
employed by the Council on Pharmacy and Chemistry, the 
Committee om Pesticides, and the Interdepartmental Committee 
on Pest Control in the consideration of generic names for 
chemicals: 

Type of Names Acceptable——Names that are not in conflict 
with recognized proprietary or nonproprietary names in the 
same or other fields of commerce are acceptable. Proposed 
name should be short and distinctive in both sound and spell- 
ing and should avoid confusion with or encroachment on those 
already in use. Initials and numbers, alone or in combination 
as terminal designations, are considered unacceptable. When 
practicable, common names may conform to accepted scien- 
tific terminology; however, rigid conformity to chemical, bi- 
ological, or other rules of nomenclature, to the exclusion of 
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practical considerations pertinent to the class of compounds 


further limited. It is, therefore, of utmost importance that the 


involved or the major users affected, is not intended. various problems of generic name selection be thoroughly ope 
Types of Compounds Eligible—Eligible compounds are understood. ' var 
those that have been defined by the selecting agency identified CoS PRRe org’ 
with the field of commerce in which principal use of the The trend toward trademarking names that are the same o, gies 
chemical may be expected. The name should apply to the pure nearly the same as accepted chemical and generic designation, and 
basic chemical to avoid multiple and dissimilar names for is one of the more highly detrimental of current practices, j abr 
salts, esters, isomers, homologues, dosage forms, and other is a problem common to pesticides as well as to drugs mit 
variations of the parent compound. When a compound is not Evidence of this condition is the misappropriation of «h, com 
sufficiently well known, when it is not widely used or only coined, common names lindane, chlordane, and Warfarin 
holds promise of use, or is otherwise unsuitable for identifica- which have been registered as proprietary names outside the 
tion by a coined, common name, selection may be deferred or country of their origin. These acts not only preclude the gen, _ 


‘ rejected until conditions warrant reconsideration. 


Nature and Time of Application—Proposals for common 
names may be initiated by manufacturers, formulators, dis- 
tributors of the basic chemical, or recognized noncommercial 
organizations interested in the proper utilization of the sub- 
stance. The style of application varies with the selecting agency, 


eral use of otherwise acceptable popular names in the Countries 
where pirating occurs but they also contribute to misunder. 
standing and confusion in foreign literature. Aside from 
etymological difficulties, they impose unnecessary legal hari. 
ships on exporters and international brokers of pesticids| 
chemicals. In addition, the unethical practice of utilizing names 


professional organizations who share a common interest in the 
employment of the chemical. 

Ingenuity is required to coin generic names that are short, 
distinctive, and not in conflict with terms already in use. Two 
systems of nomenclature have been used on an organized basis 
for this purpose. The first system employs pseudochemical 
terms, which suggest the nature and structure of the compound. 
Benzene hexachloride, borax, and phenobarbital are examples. 
The second method utilizes fanciful terms, which bear bio- 
logical, historical, or less tangible relationships to the chemical 
to which it is applied. Dieldrin, nicotine, and penicillin are 
illustrations of this approach. Both techniques are open to 
objections; one of the most important is the tendency for 
names to become multisyllabic as the possibilities for selection 
diminish. Unfortunately, this is an inevitable consequence of 
scientific accomplishment. As the volume of new and useful 
compounds expands, the number of acceptable two or three 
syllable word combinations decreases. If distinctiveness in 
sound and spelling are additional requirements, the choice is 


generic names for chemicals should not be undertaken in 4 
manner that creates further confusion nor should it be in 
conflict with legal or other requirements of the public interest. 
It is exceedingly difficult, however, to coin common names that 
do not infringe or otherwise encroach on proprietary or non- 
proprietary names in various fields. For this reason, it is some- 
times necessary to tolerate more than one nonproprietary 
designation for a given chemical with multiple uses. When such 
a situation exists, it is not always practical or feasible to sub- 
stitute a new name for existing names that are widely accepted 
in different fields of commerce or in various parts of the world. 
A more convenient and practical solution is to use interchangt- 
ably the adopted nonproprietary names as accepted synonyms 
for the chemical in the country or technical field in which they 
are not now officially recognized. This would adjust an other- 
wise confusing situation and universalize scientific language. 
Table 2 lists chemicals for which this would be advantageous. 

Intranational and international agreement on terminology 
can minimize the frequency of these occurrences and facilitate 
suitable compromise. Agreement can come only through Co- 


which is guided by the needs of those who will ultimately use familiar to one group of chemicals and applying them to sub. AP 
TABLE 2.—Representative Names of Pesticidal Chemicals Used as Therapeutic Agents* T 
con 
Other Names and and 
Official or Generic Name Chemical Name Trade Names Synonyms * Major Uses incl 
U. 1,2H-Pyran-6-earboxylic Indalone Insect repellent the 
acid, 3,4-dihydro-2,2-di- 
methy]-4-oxo-, butyl ester 
Chlorophenothane, U. S. P............e06 1,1,1-Trichloro-2,2-bis Neocid DDT Pediculicide 
(p-chlorophenyl) ethame Dicophane, B. P. Zen 
ing DBP Insect repellent Zen 
2-Ethylhexane-1,3-diol 612 Rutgers 612 Insect repellent 
Gamma benzene hexachloride, N. N. R.... Gamma isomer of Gexane Lindane Scabicide 
(Hexacide, I. Ph. [proposed]).......... 1,2,3,4,5,6-hexachloro- Kwell GBH 
eyclohexane Neo-seabicidol Hexicidum, N. F. N. 

Sarcoptan Gamma BHC, B.S. I, 

Hexastigmium, I. Ph. (proposed)........ Hexaethyltetraphos- = HETP Anticholin- 

phate esterase agent 

bd Isobornyl thiocyanoacetate-technical, 

i esterase agent 

Inseet powder 

- 

* References are made to drugs accepted in the United States Pharmacopoeia (U. 8. P.), National Formulary (N. F.), British Pharmacopoeia (B. P.), 
British Standards Institution (B. 8. I.), British Pharmaceutical Codex », C©.), New and Nonofficial Remedies (N. N. R.), International 
Pharmacopoeia (I. Ph.), and Nordisk Farmakopoeia (N. F. N.) of the Scandinavian Pharmacopoeia Council. 

) t See table 1. Z 
it. In general, information on the physical and chemical nature, stances of another classification with only minor modifications ea 
mammalian toxicity, and demonstrated uses of the compound in spelling is of little consequence at the present, but it con- tior 
are required. Data on existing trade names, laboratory ceivably can grow if the increasing demands and decreasing _ 
synonyms, and related nontechnical items may be required. possibilities for new names continue. 

Common names should be proposed prior to commercial intro- The establishment of a unified system of nomenclature is 
duction of the chemical. The final selection is based on co- the keystone on which rest all educational efforts to extend to Otz 
operative consideration by various industrial, scientific, and the public the benefits of new advances. The development of Ote 
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operation with and appreciation for the peculiar needs of the 
various groups served by each of the official and Professional 
organizations responsible for formulation of generic names. A 
greater exchange of information, standards, proposed terms, 
and other pertinent data by responsible agencies here and 
abroad would assist in creating the desired accord. The Com- 
mittee hopes that greater consideration will be given to this 
concept in the future. 


COUNCIL ON PHYSICAL MEDICINE 
AND REHABILITATION 


APPARATUS ACCEPTED 


The following additional products have been accepted as 
conforming to the rules of the Council on Physical Medicine 
and Rehabilitation of the American Medical Association for 
inclusion in Apparatus Accepted. A copy of the rules on which 
the Council bases its action will be sent on application. 


Ravcpu E. De Forest, M.D., Secretary. 


Zenith Hearing Aid, Model Regent 
Zenith Radio Corporation, 5801 Dickens Ave., Chicago 39. 


The Zenith Hearing Aid, Model Regent, is an electronic 
instrument with three vacuum tubes 
powered by a 1.5 volt A-battery and 
a 22.5 volt B-battery. It measures 113 
by 57 by 22 mm. and weighs 191 gm., 
including batteries, receiver, and re- 
ceiver cord. The tone control and an 
off-on switch with volume control are 
located at the upper corners. A gain 
control and additional control for 
power output are located inside the 
instrument. 

A magnetic receiver for air con- 
duction is provided, and telephonic 
pickup is an intrinsic part of this in- 
strument. By placing the receiver of 
the telephone near the lower portion 
of the hearing aid case and adjusting 
the switch, it is possible to pick up 
telephone conversations directly by 
electromagnetic radiation instead of picking up sound by vibra- 
tions from the air about the telephone receiver. This eliminates 
some extraneous noise. 


Zenith Hearing Aid, 
Model Regent 


Otarion Hearing Aid, Model H-1, Custom “5” 
Otarion, Inc., 4757 N. Ravenswood Ave., Chicago 40. 

The Otarion Hearing Aid, Model 
H-1, Custom “5,” is a five tube 
instrument requiring one 1.5 volt 
A-battery and one 30 volt B-battery. 
It is intended for the use of patients 
with rather severe hearing losses and 
has a maximum acoustic output as 
high as 125 db. for frequencies under 
2,000 cps. A special circuit protects 
the user from the excessively loud 
sounds that might otherwise resuit 
from such amplification. 

The body of the instrument meas- 
ures 102 by 63 by 22 mm. and 
weighs 142.5 gm. With batteries, ear- 
phone, and receiver cord the total 


Otarion Hearing Aid, 
Model H-l weight is 217 gm. The volume con- 


: trol is combined with the on-off 
Switch, There is a tone control on the outside and a power 
control inside the instrument, accessible through a crescent- 
shaped opening. 
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Torbot Tleostomy Outfit 


The Torbot Company, 284 Elmwood Ave., Providence 7, R. I. 


The Torbot Ileostomy Outfit is designed to be worn by 
patients after surgical operations that result in a discharge of 
liquid intestinal contents from a fistulous opening. It consists 
essentially of a rubber bag and a plastic ring. The rubber bag 
has two openings, the lower one being used for the removal 
of intestinal contents. The upper opening is maintained in 


place over the stoma and 


held open by a flange that 
encircles the central opening 
of the plastic ring. Metal 
fastenings on the ring con- 
nect it with an elastic belt. 
An_ adhesive compound is 
provided to help maintain the 
position of the ring and to 
make the connection between 
ring and skin both water-tight 
and air-tight. The complete 
outfit includes two rubber 


bags, two rings (perforated 
disks) of translucent plastic, 
elastic belt, spring and hook 


(for use in drying bag after cleansing), rubber bands (to close 


Torbot Ileostomy Outfit 


lower opening), and a tube of adhesive compound. 


The manufacturer considers the use of the adhesive com- 
pound essential to insure an air-tight and water-tight contact 
of the outfit with the skin about the stoma. Evidence obtained 
by the Council showed that this adhesive is harmless if time 
is allowed after each application for the solvent to evaporate. 
It is understood that users will be properly instructed on this 


point. 


Ohio Oxygen Tent, Model 90A 


Ohio Chemical & Surgical Equipment Co. (A Division of Air 


Reduction Co., Inc.), 1400 E. Wash- 
ington Ave., Madison 10, Wis. 


The Ohio Oxygen Tent, Model 90A, 
is a device for administering oxygen 
to patients in bed. It consists of a 
canopy of transparent plastic and a 
cabinet, mounted on casters, for cool- 
ing and circulating the oxygen. The 
cooling and circulating mechanism re- 
quires 50 to 60-cycle alternating cur- 
rent at 115 volts and it draws 630 
watts. The crated tent measures 140 
by 64 by 64 cm. (55 by 25 by 25 in.), 
and weighs 89 kg. (265 Ib.). This ship- 
ping weight includes the regulator and 
tent hood. 

From a source acceptable to the 
Council evidence was obtained indi- 
cating that oxygen concentrations ex- 
ceeding 50% could be obtained under 
this tent with an oxygen flow of 8 
liters per minute. 


Telex Hearing Aid, Model 953 
Telex, Inc., Telex Park, St. Paul 1. 


The Telex Hearing Aid, Model 953, 
is an electronic instrument utilizing 
three vacuum tubes and requiring one 
1.5 volt mercury-type A-battery and 
one 30 volt B-battery. A magnetic re- 
ceiver for air conduction is provided. 
The instrument measures 92 by 45 by 
27 mm. and weighs 156.7 gm. with 
batteries, receiver, and receiver cord. 


Ohio Oxygen Tent, 
Model 90A 


Telex Hearing Aid, 
Model 953 
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PORTRAYAL OF PHYSICIANS IN 
TELEVISION AND RADIO ADVERTISING 


THE JOURNAL has received many complaining letters 
from physicians and others who resent the present trend 
in advertising circles to feature stethoscopes, white coats, 
and medical claims in advertising programs. They assert 
this is a cheap attempt to mislead the audiences into 
believing that the claims have been proved medically. 
They also claim, and there seems to be an increasing 
accumulation of evidence to support this belief, that most 
of the audiences have been exposed to so much of this 
drivel that there is not only suspicion or even disbelief 
but actual resentment when programs featuring such 
advertising are offered. At least some physicians are so 
disturbed that they have been known to go out of their 
way to explain to patients, and sometimes to larger 
groups, the nonsense involved in such obvious deception. 
While advertisers may claim that the medical profession 
makes up only a small part of the total population, they 
should not forget that the doctors’ voices can be heard 
in ever-widening circles and that the public is not so 
lastingly gullible as some advertisers seem to believe. 

At the last meeting of the American Medical Associa- 
tion, its House of Delegates was asked to consider a 
resolution on this subject from a state medical associa- 
tion. After careful consideration the House adopted a 
report from a reference committee that recommended 
study by the Board of Trustees, a meeting of mutually 
interested parties in the radio and television industry, 
and the consultation of county and state medical societies 
with local radio and television stations to effect solu- 
tions for advertising problems that affect the medical 
profession. 

This action of the House speaks for itself, and it should 
be carefully studied by all who are interested in this sub- 
ject. Radio and television provide remarkable outlets for 
entertainment and educational programs. Their effective- 


1. Kyle, L. H., and others: The Application of Hemodialysis to the 
Treatment of Barbiturate Poisoning, J. Clin. Investigation 32: 364-371, 
1953. 

2. Merrill, J. P., and Weller, J. M.: Treatment of Brominism with the 
Artificial Kidney, Ann. Int. Med. 37: 186-190, 1952. 

3. Doolan, P. D.; Walsh, W. P.; Kyle, L. H., and Wishinsky, H.: 
Acetylsalicylic Acid Intoxication: Proposed Method of Treatment, J. A. 
M. A. 146: 105-106 (May 12) 1951. 

4. Brodie, B. B., and others: The Fate of Thiopental in Man and a 
Method for Its Estimation in Biological Material, J. Pharmacol. & Exper. 
Therap. 98: 85-96, 1950. 
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ness is applauded by ail, and it is unfortunate that this 
admiration should be diluted by criticism that could by 
avoided, especially when the criticism is based on actions 
originating outside of this industry. 


HEMODIALYSIS IN THE TREATMENT OF 
BARBITURATE POISONING 


Barbiturate poisoning is usually treated by using vari- 
ous measures to maintain life until the drug can be either 
excreted or metabolized. Recently, Kyle and associates: 
examined the possibility of removing this toxic substance 
from patients by use of the artificial kidney; hemodialysis 
has already been suggested for bromine * and acetylsali- 
cylate * intoxication. A toxic substance must not be too 
firmly bound to protein in the body if it is to be removed 
by hemodialysis, and the equilibrium between the bound 
and free drug must be readily established. In this manner 
the free barbiturate is constantly being removed by the 
dialysis. Evidence that only a portion of the circulating 
barbiturate is in the bound form has been presented 
earlier by Brodie and his co-workers.* Kyle and asso- 
ciates have noted that, when patients who were being 
treated by the artificial kidney for renal disease were 
given phenobarbital prior to the dialysis, 66% of the ad- 
ministered drug was found in the dialysis fluid. Under 
similar conditions a patient lost 18% of a given dose of 
amobarbital (Amytal) in the dialysis fluid. For the pur- 
pose of comparison, normal persons without kidney dis- 
ease were given equivalent amounts of the same barbitu- 
rates, and in the same period of time (2.5 hours) they 
lost 4% of the phenobarbital and 0.5% of the amobarti- 
tal in the urine, the low recovery of the amobarbital being 
attributed to the fact that it is metabolized in the body. 
This would indicate that hemodialysis is 16 times more 
effective than the kidney for removing phenobarbital and 
36 times more effective for amobarbital. 

The artificial kidney was employed in two cases ' of 
severe barbiturate poisoning, one due to the ingestion of 
an unknown amount of pentobarbital (Nembutal) and 
the other to the ingestion of 10 gm. of ambobarbital 
sodium. Both patients arrived at the hospital in a coma- 
tose state and were unresponsive to all stimuli. In the 
five hour period before dialysis the first patient excreted 
30 mg. of barbiturate in the urine as compared to the loss 
of 745 mg. of the drug in the dialysis bath of the artificial 
kidney during an identical period. Eight hours after dialy- 
sis the patient regained consciousness and made an un- 
eventful recovery. The second patient began to respond 
to painful stimuli after three and a half hours with the 
artificial kidney, became completely conscious 16 hours 
after dialysis and had an uneventful recovery. During the 
four hour period prior to dialysis she lost 10 mg. of bar- 
biturate in the urine compared to 300 mg. of the drug 
removed by the hemodialysis in the same time interval. 
In this case, 30 times as much barbiturate was removed 
by dialysis as was excreted by the kidney. Patients with 
barbiturate poisoning tolerate the hemodialysis well and 
show an improvement in clinical status during the dialy- 
sis.' In addition to removal of barbiturate as shown by af 
increased amount of the drug in the dialysis liquid theres 
also a fall in blood barbiturate level. 
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Leonards and Sunshine ° have recently reported the 
removal of barbiturates from the blood of experimental 
animals by the use of the artificial kidney. Dogs were 
sven sodium pentobarbital, and the dialysis procedure 
was begun one to two hours later. It was noted that the 
animals that received larger doses of the drug required 
, longer period of dialysis before spontaneous move- 
nents occurred (e. g., a dog that received 520 mg. had 
tobe treated for three to four hours, while those that were 
siven 800 mg. required six hours). These investigators 
found that 13 to 25% of the administered drug was re- 
moved by the hemodialysis and less than 5% was found 
inthe urine. The artificial kidney decreased by two to four 
hours the time necessary for the blood barbiturate level 
to fall to 1.5 to 2.5 mg. per 100 ml., a blood range where 
spontaneous movement began. It was concluded that 
hemodialysis may have only a limited use for cases of 
intoxication with this barbiturate. 

At present, dialysis with the artificial kidney is a safe 
procedure, and, since use of this procedure is becoming 
more widespread for various types of renal insufficiency, 
equipment and trained personnel are becoming more 
available. Thus, with further investigation, the use of the 
artificial kidney may become one of the active means of 
treating severe barbiturate poisoning. 


DANGERS OF TREATY LAW STILL EXIST 


At its meeting in New York City during the first week 
in June the House of Delegates of the American Medical 
Association reiterated its endorsement of “the principles 
embodied” in the Bricker Resolution and urged the active 
support of the entire medical profession. 

OnJune 4, 1953, a compromise resolution was adopted 
by the Senate Judiciary Committee by a vote of 8 to 4. 
The resolution agreed on included some of the provisions 
contained in S. J. Res. 1, 83rd Congress, introduced by 
Senator Bricker for himself and 63 other senators and 
some of the language contained in S. J. Res. 43, 83rd 
Congress, introduced by Senator Watkins for the Amer- 
ican Bar Association. One of the original provisions of 
§.J. Res. 1 that drew much criticism has been eliminated. 
It would have prohibited a treaty from allowing “any 
foreign power or any international organization” from 
interfering with constitutional rights of United States 
citizens within the United States “or any other matter 
essentially within the domestic jurisdiction of the United 
States.” It was felt that such a provision might be con- 
strued to outlaw such matters as a treaty for international 
control of atomic weapons. It was also felt that it would 
be too difficult to determine which matters were “essen- 
om within the domestic jurisdiction” of the United 

tates, 

The provision of the original version of S. J. Res. 1 per- 
laining to executive agreements was also changed. Orig- 
inally the resolution would have prevented the President 
from making any executive agreements with foreign or 
international authorities until Congress had laid down 
the rules for making them. Under the revision, the Presi- 
dent could make agreements without supervision but 


Congress would have the power to regulate such agree- 
ments, 
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During the hearings before the Senate Judiciary Com- 
mittee, various witnesses appeared on behalf of the ad- 
ministration in opposition to these resolutions. Secretary 
of State Dulles testified, in part, that the resolutions would 
subject the current day-to-day conduct of foreign affairs 
to “impediments which might be stifling” and he urged 
that “these far-reaching proposals” first be given thorough 
study by a special group made up of members of the 
Congress and the legal profession. He also told the Senate 
committee that the amendments proposed were now “un- 
necessary” and “dangerous” and that fears of abuse of 
the treaty power had become “hypothetical.” It is inter- 
esting to note that only a year before his appearance be- 
fore the Senate committee Dulles stated in an appearance 
before a regional meeting of the American Bar Asso- 
ciation: “The treaty making power is an extraordinary 
power liable to abuse. Treaties make international law 
and also they make domestic law. Under our Constitution 
treaties become the supreme law of the land. They are 
indeed more supreme than ordinary laws, for congres- 
sional laws are invalid if they do not conform to the Con- 
stitution, whereas treaty law can override the Constitu- 
tion. Treaties . . . can cut across the rights given the 
people by the constitutional Bill of Rights.” 

Irrespective of the reasons for this change in the of- 
ficial position of the administration, it seems clear that 
so long as legitimate reasons for doubt exist there is no 
way to insure that the rights of Americans cannot be 
bartered or given away short of action by the Congress. 
Certainly, as long as the machinery exists for the formula- 
tion of covenants such as the Minimum Standards of 
Social Security adopted a short time ago by the Inter- 
national Labor Organizations, these “legitimate reasons 
for doubt” are justified. The medical profession should 
therefore restate as emphatically as possible its endorse- 
ment of S. J. Res. 1, 83rd Congress, and urge its adoption 
by the Congress at an early date. 


DRUG REACTIONS 


Elsewhere in THE JOURNAL (page 816) is a report to 
the Council on Pharmacy and Chemistry on hypoplastic 
anemia and related syndromes caused by drug idiosyn- 
crasy, which provides material of value to all physicians 
who administer drugs. Of special interest is the creation of 
a system whereby instances of dangerous reactions fol- 
lowing drug therapy can be reported to the Council’s 
Committee on Research. The report in THE JOURNAL is 
part of a program by which the committee will attempt 
to investigate the causes and incidence of hypoplastic 
anemias in the United States. Already a Subcommittee on 
Blood Dyscrasias has been appointed to provide a plan 
of study for analysis of reports of hypoplastic anemia. 
The committee and the Council hope that these and other 
studies that eventually will ensue will result in informa- 
tion and suggestions of value for practicing physicians. 
In the meantime, ail physicians are urged to report im- 
mediately all incidents of untoward drug reactions to the 
Committee on Research, American Medical Association, 
535 N. Dearborn St., Chicago 10. 


5. Leonards, J. R., and Sunshine, I.: Removal of Barbiturates from the 
Blood by the Artificial Kidney, Fed. Proc. 12: 237-238, 1953. 
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THE PRESIDENT’S PAGE 


A MONTHLY MESSAGE 


In trying to compose my first article for this page, I find 
it difficult to collect my thoughts. I am still trying to recuperate 
from the most arduous and exciting week of my life. Both 


“ Mrs. McCormick and I enjoyed the opportunity of meeting 


so many of you individually at. the reception that followed 
the inaugural ceremony in the Commodore Hotel. It was an 
experience that we shall always treasure. My only regret is 
that it was physically impossible to meet and shake hands 
with every doctor and every member of the Auxiliary who 
attended this, the greatest of all A. M. A. conventions. In 
the year ahead, as I attend the various local and regional 
meetings, I look forward to the opportunity of meeting many 
of you again and becoming personally acquainted with many 
other A. M. A. members. 

As I look back over the accomplishments of the American 
Medical Association in the past 106 years, I find the tempta- 
tion toward complacency very great. There are too many 
doctors who are passive and who take no part in the effort to 
solve the problems of medicine. It is true that to this date we 
have been successful in withstanding the onslaughts of the 
social planners who would impose assembly 


and principles of medicine that have existed since before th: 
days of Christ. Every medical society in the nation shouij 
have a strong and fearless mediation committee to hear the 
complaints of patients. They should not be stampeded jn 
witch hunts, but at the same time they must be swift anj 
= in their actions when guilt is established beyond , 
oubt. 

I would say that one of medicine’s greatest weaknesses at 
the present time is within the profession itself. On the politica) 
scene the honest efforts of the leaders of medicine have fe. 
cently been heralded as “selling the profession down the river” 
It has been said that the Association is reputed to have made 
“a deal” with the American Legion. As a matter of fact 
we are opposed to the treatment of non-service-connected 
disabilities, except tuberculosis or psychiatric or neurologicai 
disorders suffered by veterans who are unable to defray the 
expenses of necessary hospitalization. Many of us who are 
members of the Legion recognize in the present program of 
veterans’ care socialism and the fall of democracy. It is ap 
honor and a duty to have served our country, and we should 

not expect life-long support and _ special 


line medicine on the nation, without re- 
gard to the quality and the quantity of such 
medical service, but the battle is not over. 
The Congress of Industrial Organizations, 
under the leadership of Walter Reuther, is 
still probing for cracks in the dike of com- 
mon sense with a view toward loosing a 
new flood of propaganda that would drown 
the sound reasoning of opponents to social- 
ized medicine. Only last December, at its 
annual convention, the CIO advocated the 
welfare state as follows: “The CIO reaffirms 
its support for a national health program 
which will provide the people of our nation 
with needed medical services, facilities and 
personnel. Such a program must include 
expanded federal aid to medical research, 
to state and local public health units, to 
medical and nursing education and medical 
cooperatives, to maternal and child health 
care, and to an effective mental health 
program. It must also include a system of 
national health insurance. . . .” 

CIO President Reuther extended his personal blessing to the 
program by stating that “some form of federal health insur- 
ance seems to me to be the only adequate answer.” Perhaps 
the key to the CIO’s intense desire for a national health in- 
surance program lies in this sentence from an article pub- 
lished recently in the “Economic Outlook”: “Contributions 
would be in proportion to people’s ability to pay, and unions 
could bargain to have employers carry the full cost.” 

Not only must we remain alert to the danger of a con- 
tinued and intensified campaign for assembly line medicine 
but we must continue to bring to the people the true story of 
American medicine and its vital concern with the health of 
the nation. There is no need for physicians to be apologists 
for their profession. By their own actions in their own offices 
they can do the best job of public relations imaginable. A 
little extra care in the scheduling of appointments can elimi- 
nate much dissatisfaction among patients. A sensible attitude 
toward fees goes a long way toward creating good will. And 
let us remember that people do not always get sick during 
convenient daytime hours, that the doctor’s convenience and 
comfort are always secondary to the needs of patients insofar 
as the doctor is physically able to perform his or her duties. 

By vigorous self-application to the task, the great majority 
of honest, ethical practitioners can nullify the charges of mis- 
deeds—aimed at a very few—that have tended to reflect on the 
entire profession. We should be merciless in eradicating from 
our ranks the small minority of “doctors” (and I use the quo- 
tation marks advisedly) who befoul the honorable traditions 


privilege because we have defended our 
country, our homes, and families. 

Physicians themselves have prompted 
much of the unfavorable publicity that has 
developed throughout the country recently. 
It would seem that a concerted effort js 
being made to divide and conquer the pro- 
fession when now, above all other times, 
we have a golden opportunity to progress. 
There is an overriding need for unity. May 
I stress once again some of my remarks 
made before the House of Delegates in 
New York City. A few years ago, when 
we had to close ranks and fight shoulder 
to shoulder against an immediate threat of 
compulsory health insurance, we worked as 
a team. With some of this pressure off, | 
have noticed a distressing regression toward 
petty internal wrangling, charges, and coun- 
tercharges. Constructive criticism has a uni- 
versally recognized place within any demo- 
cratic group. But once official action has 
been taken by the A. M. A. House of Dele- 
gates or the governing body of any county or state group, | 
believe we should understand that the democratic process has 
had its way and the majority has ruled. 

This does not mean we cannot continue to work for our 
personal beliefs. We should work for them in an orderly 
fashion within the ranks of organized medicine, and we should 
encourage all physicians to work for change in this way. Quiet 
persuasion can be a potent force. On the other hand, violent 
charges in the public press and uninformed testimony before 
Congress are destructive rather than constructive tactics. 

And while we strive for this harmony within our own ranks 
let us not forget that greater participation in civil undertakings 
by the individual doctor is equally important. Too many phy- 
sicians have been isolationists within their communities. We 
cannot expect service clubs, fraternal organizations, P. T. 4: 
groups, church associations, and unions to be interested in 
our problems if we are not interested in theirs. a 

The A. M. A. presidency bears with it grave responsibilities. 
During the coming year I shall need the wholehearted ass's'- 
ance of every member to help me fulfill the obligations 0 
this office. It is only through your cooperation and loyalty 
that the A. M. A. can continue to advance the ethical stand- 
ards of American medicine and promote the public health and 
welfare. I hope only that I shall be able to live up the 
high standards set by my predecessor, Dr. Louis H. Bauer, 
who gave so unselfishly of his time and energy in serving YoU 


Epwarp J. McCormick, M.D., Toledo, Ohio. 
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ORGANIZATION SECTION 


JOINT COMMISSION ON 
ACCREDITATION OF HOSPITALS 


At its meeting on April 19, 1953, in Chicago, the Board of 
Commissioners of the Joint Commission on Accreditation of 
Hospitals reviewed the recommendations on surveys of 284 
hospitals that had been conducted by field representatives of 
the American College of Surgeons, the American Hospital 
Association, and the American Medical Association since 
Jan. 1, 1953. The board granted full accreditation to 199 
hospitals and provisional accreditation to 46; 38 hospitals were 
not accredited. These hospitals were informed of their status 
on or about May 15. 

The board reviewed the recommendations of three commit- 
tees that had been appointed to consider changes in the 
standards published in the “Manual of Hospital Accreditation.” 
Two significant revisions in the standards were made, one of 
which will serve to ease the multiplicity of monthly meetings 
that medical staff members must attend, while the other clari- 
fies and makes more specific the organization and functions of 
general practice departments in hospitals. In addition, certain 
regulations were adopted as an interpretation of the standard 
requiring safety precautions in roentgenology departments. 

Medical Staff Meetings—Hospitals whose medical staffs have 
complained about the need for attending a multiplicity of 
monthly staff meetings will be pleased to learn of an additional 
alternative in the standards that will assist in improving the 
quality of medical care. Monthly meetings of the medical staff 
were designed primarily to aid the staff in discharging its full 
responsibility for establishing and maintaining high quality of 
medical care in the hospital. Such meetings, therefore, should 
be devoted to the thorough review and analysis of the pro- 
fessional management of all discharged patients. In recent 
years, in hospitals having departmental organization with well- 
qualified and highly specialized clinical staffs, importance has 
been placed on departmental and clinico-pathologic conferences 
for extensive study of each patient’s record. With a program 
of departmental conferences, meetings of the entire active staff 
are required quarterly. It was agreed that the sole reason for 
requiring staff meetings is to insure good medical care and 
treatment of patients in hospitals. The discussion centered on 
the question: “Are medical staff meetings the best method for 
accomplishing this?” 

In this discussion, the following principles were agreed to: 

1. The medical staff is responsible for the quality of medical 
care in the hospital and must accept and assume this responsi- 
bility, subject to the ultimate authority of the hospital govern- 
ing board. 

2. The medical staff must be a self-governing body. 


3, Staff meetings are held for the purpose of reviewing the 
medical care of patients within the hospital and not for the 
Presentation of scientific papers or discussions. 

4. Regular and frequent meetings of departmental staffs to 
review clinical work are accepted as essential in well-organized 
hospitals. 

5. Medical staff meetings cannot be held in conjunction with 
those of another hospital or with local medical societies. 


In addition to the present standards, which require a monthly 
staff meeting with 75% of the active staff in attendance, or, in 
well-departmentalized hospitals where departmental meetings 
and clinicopathological conferences review the clinical work, a 
quarterly staff meeting, the following alternative was adopted 
'0 insure a thorough review of the medical care practiced in 
the hospital: (1) an active medical records committee to review 
the record of every patient discharged from the hospital, (2) 
an active tissue committee to study all pathological reports in 
relation to clinical data, (3) an executive committee of the 
medical staff to review and to take action on the findings of 
the medical records and tissue committees, and (4) general 


staff meetings to inform and to discuss with the entire medical 
staff the quality of care currently rendered in the hospital. 

The approved standard relating to medical staff meetings 
follows: 


“Section A-2-a 

(6) Committees. The following are required: 

“(a) Executive Committee to co-ordinate the activities and 
general policies of the various departments, to act for the staff 
as a whole under such limitations as may be imposed by the 
staff, and to receive and act upon the reports of the Medical 
Record, Tissue, and such other Committees as the medical staff 
may designate. The Executive Committee to meet at least once 
a month and maintain a permanent record of its proceedings 
and actions. 

“(d) Medical Records Committee, to supervise and appraise 
medical records, and to insure their maintenance at the required 
standard. Such Committee to meet at least once a month and 
submit to the Executive Committee a report in writing which 
will be made a part of the permanent record. 

“(e) Tissue Committee, to study and to report to the staff, 
or the Executive Committee of the staff, the agreement or 
disagreement between preoperative diagnoses and reports by 
the pathologist on the tissues removed at operation. Such 
Committee to meet at least once a month and submit to the 
Executive Committee a report in writing to be made a part of 
the permanent record.” 


“Section A-2-a 

“(7) Staff Meetings. The sole objective of staff meetings is 
improvement in the care and treatment of patients in the 
hospital. Unless such objectives are met fully by the program 
set forth (in B-2-a (4)), below, monthly meetings of the staff, 
not less than twelve in each calendar year, are required. 
Active staff attendance shall average at each meeting at 
least 75% of the active staff who are not excused by the 
Executive Committee for exceptional conditions such as sick- 
ness or absence from the community. Each active staff member 
shall attend 75% of staff meetings unless excused by the 
Executive Committee for exceptional conditions such as sick- 
ness or absence from the community. In addition to matters of 
organization, the programs of such meetings must include a 
report of the Executive Committee and be limited largely to 
the review of current or recent cases in the hospital. Scientific 
programs not associated with the work of the hospital do not 
meet this requirement. 


“Section B-2-a 

“(4) Staff Meetings. (a) In hospitals where adequate review 
of the medical work in the hospital is carried out by the 
Medical Records and Tissue Committees and appropriate study 
and action is taken by the Executive Committee on not less 
than a monthly basis, one meeting of the entire Active Staff 
must be held during each quarter of the year. At such meetings 
a report of the medical work of the hospital must be presented 
by the Executive Committee. 

“(b) In well-organized and departmentalized hospitals, at 
least monthly departmental conferences and clinico-pathologic 
conferences may be substituted for meetings of the entire 
staff, provided that all of the medical work of the hospital is 
covered by one or another of such conferences, and further 
provided that at least one meeting of the entire Active Staff 
is held during each quarter of the year. At such meetings a 
report of the review of its medical work of the hospital must 
be presented by the Executive Committee. The attendance 
requirements applies at all such meetings (see A-2-a (7), 
above). 

“(c) Business or other executive sessions of the staff will be 
conducted by the Active Staff and other categories of the staff 
may be excluded. 
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General Practice Departments: The standard which permits 
elective General Practice departments in well-departmentalized 
hospitals was changed to read as follows: 

“A Department of General Practice shall be an organized 
segment of the medical staff comparable to that of other staff 
departments with the following limitations: 

“1) The responsibilities of this department shall be limited 
to administration and education. It shall not be a clinical 
service and no patients shall be admitted to the department. If 
and when desirable, however, the department may be made 
responsible for conducting the out-patient clinic in whole or 
in part. 

“2) Since the Department of General Practice will not have 
a separate service, the members of the General Practice De- 
partment shall have privileges in the clinical services of the 
other departments in accord with their experience and training, 
on recommendation of the Credentials Committee. In any 
service in which any general practitioner shall have privilege, 
he shall be subject to the rules of that service and subject to 
the jurisdiction of the chief of the clinical service involved.” 


EpwIn L. Crossy, M.D. 
Director, Joint Commission on 
Accreditation of Hospitals 
660 N. Rush St. 

Chicago 11. 


FEDERAL MEDICAL LEGISLATION 


Detention of Narcotic Addicts 

Congressman Miller (R., Neb.) in H. R. 5422 proposes to 
authorize the forcible detention of narcotic addicts committed 
by state courts to U. S. Public Health Service Hospitals until 
the addicts are cured. The bill would also require those who 
voluntarily submit to treatment in a U. S. Public Health 
Service Hospital to take the complete treatment. States would 
pay the cost for persons committed by state courts. Under the 
present law, narcotic addicts convicted in federal courts of 
offenses against the United States may be forcibly detained in 
a U. S. Public Health Service Hospital until treatment is 
completed; however, persons who voluntarily submit them- 
selves for treatment and persons committed by state courts 
cannot be detained against their will. This is identical with 
S. 1994 (Beall) previously reported. This measure was referred 
to the Interstate and Foreign Commerce Commission. 


Tax Deduction for Annuities x 

Congressman McDonough (R., Calif.) in H. R. 5452 pro- 
poses to permit an annual deduction of amounts up to $2,400 
for the purchase of “annuities, pensions or retirement benefits” 
in calculating income tax. The bill was referred to the Ways 
and Means Committee. 


Hospitalization for Dependents of Deceased 
Members of Coast Guard 


Congressman Bennett (D., Fla.) in H. R. 5498 would author- 
ize the Navy to provide hospitalization services for widows 
and dependents of Coast Guard members if the members die 
while serving in the Coast Guard when it is a part of the 
Navy. This was referred to the Committee on Armed Services. 


Calculation of Social Security Retirement Rate 


Congressman Kean (R., N. J.) proposes in H. R. 5533 to 
change the method of computing the average monthly retire- 
ment benefit by basing such benefits on the best 10 consecu- 
tive years of earnings. During the consideration of the waiver 
of premium for disability legislation in the last Congress, the 
Ameircan Medical Association suggested a similar plan to 
avoid the necessity of medical determinations in disability 
cases. This measure was referred to the Ways and Means 
Committee. 


The summary of federal legislation was prepared by the Washington 
Office of the American Medical Association and the summary of state 
legislation by the Bureau of Legal Medicine and Legislation. 


J.A.M.A., June 27, 1953 


STATE MEDICAL LEGISLATION 


California 

Bill Enacted.—S. 1349, has become ch. 1034 of the laws of 1953 It 
amends the Business and Profesions Code relating to the use of f 
names by individual practitioners or partnerships by providing that holders 
of physicians’ or surgeons’ certificates may practice within the scope 
of their respective certificates in partnerships or groups of physicians and 
surgeons provided that after Sept. 30, 1953, no such partnership or group 
shall be formed or organized under any name except a name that 
includes the surname of one or more members of the Partnership or 
group followed by the words “Medical Group.” 


Connecticut 

Bill Enacted.—S. J. R. 38, was adopted April 30, 1953. It Provides 
for the appointment of a commission to conduct a study of the establish. 
ment of medical, dental, and veterinary colleges on a New England 
regional basis and to collaborate with commissions in other New England 
states conducting similar studies. 


Florida 


Bill Enacted.—H. 1142, became law without approval June 1, 1953, |; 
authorizes the board of county commissioners in counties of a certain 
size to provide for life and accident hospitalization or annuity insurance 
or all or any of such imsurance for county employees and their families 
upon a group insurance plan and to enter into agreements with insurance 
companies to provide such insurance. 


Iowa 

Bill Enacted.—S. 235, was approved May 22, 1953. It provides that an 
autopsy or postmortem examination may be performed upon the deceased 
person by a physician or surgeon whenever the written consent thereto 
has been obtained in any of the following manners: by written authori- 
zation signed by the deceased during his lifetime; by written consent of 
any party whom the deceased, during his lifetime, designated by written 
instrument to take charge of his body for burial; by consent of the sur- 
viving spouse; if there is no surviving spouse, by the consent of an adult 
child, brother, parent, or sister of the deceased; if none of the above 
Persons are available then by consent of any other relative or friend who 
assumes custody of the body for burial. 


Maine 


Bill Enacted.—H. 1274, was approved May 7, 1953. It amends the law 
relating to blood tests of pregnant women by requiring a blood sample 
of such women to be submitted to a laboratory for a standard serological 
test for the determination of RH factors. 


Massachusetts 
Bills Introduced.—H. 2756, proposes the appointment of a special com- 
mission to investigate the question of the establishment of one or more 
Schools by the University of Massachusetts and to develop an 
adequate program of higher education. S. 730, proposes the creation of an 
unpaid special commission to make an investigation relative to services of 
physicians for certain permanently and totally disabled persons. 

Bill Enacted.—S. 720, has become ch. 437 of the laws of 1953. It 
amends the general law by defining a place of public accommodation, 
resort, or amusement as including a hospital, dispensary, or clinic oper- 
ating for profit. 


Michigan 

Bills Enacted.—H. 1342, has become pub. act no. 95 of the acts of 1953. 
It provides that no autopsies, postmortems and dissections shal! be per- 
formed upon the body of a deceased person except by a licensed physician 
who has been granted written consent therefor by whichever one of the 
following assumes custody of the body for the purpose of burial: father, 
mother, widow, widower, guardian, next-of-kin, or person charged by law 
with the responsibility of burial. S. 1293, has become public act no. 181 
of the acts of 1953. It provides for the submission to the voters of 4 
referendum which would abolish the office of coroner and create the 
office of county medical examiner in any county in which the referendum 
is approved. 


Pennsylvania 

Bills Introduced.—H. 779, to amend the law relating to chiropractic, 
proposes to authorize the licensing of individuals by reciprocity on the 
basis of a license obtained in other states or the District of Columbia 
maintaining substantially the same standards for licensure as those which 
exist in Pennsylvania. S. Serial No. 135, proposes to direct the joint state 
government commission to make a comprehensive and intensive study of 
the needs and problems of the aging and the aged. 


Wisconsin 


Bill Enacted.—S. 346, has become ch. 165 of the laws of 1953. It re 
quires that in cities of a certain size the health commissioner must be 
a regularly licensed physician or in lieu thereof a person other than 4 
physician with training and experience in public health administration and 
such individual shall devote his full time to duties of the office and sh 
not engage in the private practice of medicine or in any other conflicting 
occupations. 
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PROCEEDINGS OF THE NEW YORK MEETING 


ABSTRACT OF PROCEEDINGS OF THE HOUSE OF DELEGATES OF THE AMERICAN MEDICAL 
ASSOCIATION AT THE ANNUAL MEETING IN NEW YORK CITY, JUNE 1-5, 1953 


(Continued from page 743) 


Report of Council on Constitution and Bylaws 


Dr. Louis A. Buie, Chairman, presented the following re- 
port, which was referred to the Reference Committee on 
Amendments to the Constitution and Bylaws, with the excep- 
tion of the portion recommending a specific amendment of the 
Principles of Medical Ethics, which was referred to the Ref- 
erence Committee on Miscellaneous Business: 


1. Matters Referred by the House of Delegates —The House 
of Delegates at its December, 1952, session considered the 
Johnson Resolutions on Funding of Policies of the House of 
Delegates. These resolutions read as follows: 


Wuereas, The Board of Trustees has invited the attention of the House 
of Delegates to a lack of clarity which now exists in the Constitution of 
the Association whereby an action of the House of Delegates taken in 
June, 1952, was found to be unconstitutional; and 

Wuereas, The functions of the House of Delegates are: (1) to determine 
the policies of the American Medical Association, and (2) to fix dues 
and assessments; and 

Wuereas, The control of finances essential to implement specific matters 
that are the policies of the House of Delegates is not now clearly defined 
in the Constitution and Bylaws; and 

WHEREAS, It is not the purpose of this resolution to control all financial 
policies of the Association but simply to define certain prerogatives of the 
House; therefore be it 

Resolved, That notwithstanding the rights and duties of the Board of 
Trustees as defined in the Constitution and Bylaws, it shall be the duty of 
the Board to provide sufficient funds within the means of the Association 
to implement such policies, programs and measures as may be, from time 
to time, adopted by the House of Delegates; and be it further 

Resolved, That the Council on Constitution and Bylaws be instructed 
to make all necessary changes needed to attain the purpose of this 
resolution, 


The reference committee report, which was adopted by the 
House of Delegates, referred the matter to the Council on 
Constitution and Bylaws for implementation and instructed 
the Council to prepare a report and submit it to the House of 
Delegates at this session. After careful consideration, during 
which legal counsel was employed, the Council on Constitu- 
tion and Bylaws prepared the following statement and recom- 
mends that it be substituted for the second sentence of 
Paragraph (A) of Section 4, Chapter XVI: 

All resolutions and recommendations of the House of Delegates per- 
taining to the expenditure of funds shall be referred to the Board of 
Trustees which shall determine if the expenditure is advisable. If it is 
decided that the expenditure is inadvisable, the Board shall report, at its 
earliest convenience, to the House of Delegates the reasons for its action. 
This procedure conforms to the statutes of the State of Illinois under 
which the American Medical Association is incorporated. 


2. Minority Reports of Reference Committees—The mem- 
bers of the Council believe that it is necessary to clarify the 
method of presenting minority reports and the obligations of 
reference committee members who wish to make such reports. 
Therefore it is recommended that Section 2 of Chapter XII 
be amended by the insertion of “(A)” before the title “Refer- 
ences,” and that the following new paragraph be added: 

(B) Minority Reports—A member of a reference committee who wishes 
to make a minority report must refrain from signing the majority com- 
Mittee report and must make his intentions known to the other members 


of the reference committee while it is in executive session and prior to 
the presentation of the majority report to the House of Delegates. 


3. Clarification of Section 3, Chapter X11—The Council 
recommends that this section be amended to read: 


Section 3, Organization —(A) Each reference committee shall convene 
Whenever necessary. It shall consider business referred to it and shall 
report to the House of Delegates when calied on by the Speaker. A 
Majority of the members of each committee shall constitute a quorum. 


4. Amendments Suggested by the Membership and Records 
Department for the Purpose of Clarifying the Provisions of 
the Bylaws Which Pertain to Membership—(1) Add a new 
Section 6 at the end of Chapter I, as follows: “Section 6. 
Limitation to One Membership.—A member shall hold only 
one type of membership in the American Medical Associa- 
tion at any one time.” 


(2) Add to the first paragraph of Section 4, Chapter III, 
“and provided the request for exemption is transmitted through 
the constituent association to the Secretary of the American 
Medical Association” and place a comma preceding these 
words where a period now appears. 

(3) Revise subsection (A) of Section 4, Chapter III, to 
read “(A) A Member for whom the payment of dues would 
be a financial hardship, by reason of physical disability or 
illness. A member may also be excused from payment of dues 
because of financial hardship for other reasons, but these 
must be set forth by the secretary of the member’s com- 
ponent society.” 

(4) Revise subsection (D) of Section 4, Chapter III, to 
read “(D) A Member temporarily in the Armed Forces may 
be excused from the payment of American Medical Associ- 
ation dues, regardless of local dues exemption for the period 
beginning January 1 or July 1 following the date of the Mem- 
ber’s entrance into military service.” 

5. Amendment of Bylaws to Provide Uniform Nominating 
Procedure for Members of the Standing Committees (Coun- 
cils) of the House of Delegates ——The Council recommends 
that members of the Standing Committees of the House of 
Delegates be elected by the House of Delegates on nomina- 
tions made by the Board of Trustees in a uniform manner 
for each Standing Committee. To attain this uniformity the 
Council recommends the following amendments: 

1. Subsection (A), Section 2, Chapter XI, delete the words 
“on nomination by the President.” 

2. Subsection (B), Section 2, Chapter XI, delete the words 
“on nomination by the Board of Trustees.” 

3. Subsection (C), Section 2, Chapter XI, delete the words 
“on nomination by the Board of Trustees.” 

4. Subsection (D), Section 2, Chapter XI, place a period 
after the word “Members” in the second line of this para- 
graph and delete the words “each of whom shall serve for a 
term” and substitute the words “All members shall be elected 
by the House of Delegates for terms.” Delete entire last sen- 
tence from this paragraph. 

5. Subsection (E), Section 2, Chapter XI, delete the words 
“on nomination of the Board of Trustees.” 

6. Subsection (F), Section 2, Chapter XI, shall become Sub- 
section (G) without any change. 

7. Insert new Subsection (F) as follows: “At each annual 
session the Board of Trustees shall present to the House of 
Delegates two or more nominations for each vacancy in the 
Standing Committees (Councils) of the House of Delegates.” 

8. Subsection (E), Section 1, Chapter XV, delete the entire 
subsection. 

6. Revision of the Principles of Medical Ethics.—At its 
meeting in June, 1952, the House of Delegates asked the 
Council on Constitution and Bylaws “to study and evaluate 
the present Principles of Medical Ethics and report back to 
the House of Delegates its recommendations.” Since that meet- 
ing many individuals and all of the state and county medical 
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societies have been asked to make specific recommendations 
for revision of the Principles of Medical Ethics. In response 
to these requests, numerous communications have been re- 
ceived, most of which have requested clarification, correction, 
or deletion of existing provisions of the Principles of Medical 
Ethics. Many have been general in nature and some have 
made specific suggestions for achieving certain changes. After 
serious consideration and considerable discussion the Council 
has decided that it will not offer any recommendation as to 
textual revision of the Principles during this session of the 
House of Delegates. It is felt that more information regarding 
the opinions of the medical profession should become avail- 
able before, basic changes are made, and it is suggested that 
such opinions can be made available by direct communica- 
tion or as resolutions presented to the House of Delegates. 


7. Proposed Amendment to Principles of Medical Ethics. 
—At this session an addition is recommended which it is 
hoped will facilitate the application of all the Principles with- 
out changing the structure or the intent of any. In order to 
achieve this purpose the Council recommends that the House 
of Delegates adopt a preamble to replace the quotation from 
Sir Thomas Percival on the first page, which reads as follows: 
“These principles are not laws to govern but are principles to 
guide to correct conduct.” Also it is intended to replace the 
Conclusion on the last page, with the following statement: 

These principles are intended to serve the physician as a guide to 
ethical conduct as he strives to accomplish his prime purpose of serving 
the common good and improving the health of mankind. They provide a 
sound basis for solution of many of the problems which arise in his 
relationship with patients, with other physicians, and with the public: They 
are not immutable laws to govern the physician. The ethical practitioner 
needs no such laws; rather they are standards by which he may determine 
the propriety of his own conduct. Undoubtedly, interpretation of these 
principles by an appropriate authority will be required at times; as a 
Tule, however, the physician who is capable, honest, decent, courteous, 
vigilant, and an observer of the Golden Rule, and who conducts his 
affairs in the light of his own conscientious interpretation of these 
principles will find no difficulty in the discharge of his professional 
obligations. 


8. The Council will continue to study the numerous prob- 
lems now on its agenda and hopes to provide recommenda- 
tions, some of which are now under consideration, which will 
facilitate the usage of the Principles. At this time the Council 
is rearranging in more logical sequence the chapters, articles, 
sections, and paragraphs. 

The members of the House are urged to study the Principles 
and to make recommendations in specific language. It is im- 
portant that these recommendations be spelled out verbatim, 
so that, if a given sentence or paragraph is not clear and if 
alteration is required, the Council may consider the specific 
language which should be utilized. Some of the sections which 
are controversial and which merit your study are those pertain- 
ing to advertising, public information, rebates and commis- 
sions, nonsectarianism, and the purveyance of medical service. 
The Council anticipates that resolutions bearing on the Prin- 
ciples will be presented at this and future sessions of the 
House of Delegates and that they will be referred to this 
Council for consideration. Such measures will be helpful and 
probably will provide an important method of obtaining in- 
formation which is needed if our desires are to be fulfilled in 
a manner which will be acceptable to all. 


Report of Reference Committee on Amendments to 
Constitution and Bylaws 

Dr. John W. Green, Chairman, presented the following 
report, which after discussion and amendment was adopted, as 
amended, the Speaker declaring in each necessary instance 
that the Constitution and Bylaws were amended: 

Your committee has made use of legal talent and advice 
and information from Drs. Buie and Schiff and Dr. Cunniffe, 
as well as several other witnesses, on both positive and nega- 
tive aspects of the report of the Council on Constitution and 
Bylaws, as well as on the resolutions referred to it. I per- 
sonally wish to thank all members of the reference committee 
for their advice and experience, guidance and assistance in 
writing this report. 

Your reference committee approves Item 1 of the Council’s 
report and recommends adoption of the proposed amendment 
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to Section 4, paragraph (A), Chapter XVI, of the Bylaws 
(The House adopted a motion to amend the proposed amend. 
ment so that the last sentence was deleted from the paragraph 
and included as a footnote.) 

Your committee approves Item 2 of the report of the Councij 
on Minority Reports of Reference Committees and recom. 
mends adoption of the proposed amendment of Section 2, 
Chapter XII, of the Bylaws. 

Item 3 of the Council’s report, on Clarification of Section 3, 
Chapter XII, is approved by your reference committee, and the 
proposed amendment of this section of the Bylaws is recom. 
mended for adoption. 

Your committee approves Item 4 of the Council's report, 
on Amendments Suggested by the Membership and Records 
Department, except subsection “d,” which deletes the phrase 
“may be excused from payment of American Medical Associa- 
tion dues,” so that the section will read as follows: “A member 
temporarily in the Armed Forces may be excused from the 
payment of American Medical Association dues, regardless of 
local dues exemption for the period beginning January 1 or 
July 1 following the date of the member’s entrance into the 
service.” 

Your reference committee disapproves Item 5 (a) of the 
Council’s report and the proposed amendment of paragraph 
(A), Section 2, Chapter XI to provide uniform nominating pro- 
cedure for members of Standing Committees (Councils) of the 
House of Delegates. 

Item 5 (b), (c), (d), (e), (f), and (h) of the report of the 
Council are approved by your committee and the proposed 
amendments to Section 2, Chapter XI, are recommended for 
adoption. 

Your reference committee approves Item 5 (g) of the Coun- 
cil’s report, with the following revision: After the words, “House 
of Delegates,” add “except the Judicial Council, and further 
nominations may be made from the floor of the House of 
Delegates, except for the Judicial Council.” 

Your committee approves and commends the activities of 
the Council on Constitution and Bylaws for its work on the 
revision of the Principles of Medical Ethics, as set forth in 
Item 6 of its report. 


Report of Reference Committee on 
Miscellaneous Business 

Dr. Walter P. Anderton, Chairman, submitted the following 
report, which was adopted, and the Speaker declared that the 
Principles of Medical Ethics were amended: 

In reference to the report of Dr. Louis A. Buie, Chairman 
of the Council on Constitution and Bylaws, that portion of 
the report referred to the Reference Committee on Miscel- 
laneous Business, changing the preamble to the Principles of 
Medical Ethics and combining it with the conclusion, is 
approved by your committee and recommended for adoption 
as the preamble to the revision and streamlining of the 
Principles of Medical Ethics. 


Report of the Council on Medical Education and Hospitals 

Dr. H. G. Weiskotten, Chairman, submitted the following 
report, which was referred to the Reference Committee on 
Medical Education and Hospitals: 

The Council on Medical Education and Hospitals wishes to 
submit a supplementary report to clarify certain questions that 
have been raised relative to the development and implementa- 
tion of the revised Essentials of an Approved Intenship that 
were adopted at the Denver session. 

Few problems have given the Council as much concern 
during recent years as have those relating to the internship and 
its place in present-day medical education and hospital service. 
That they have also had the attention of the profession at large 
is evidenced by the number of resolutions bearing on the sub- 
ject which annually have been presented to the House. The 
majority of these resolutions were referred to the Council by 
the reference committees which considered them with instruc- 
tions that the contents be given thorough study and that 4 
report be made to the House as to progress in resolving the 
problems involved. During the past five years, two committees 
of the House specifically appointed for the purpose have 
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reviewed the general problem and have made recommendations 
relative to its solution.! The Council has made every effort 
over the past several years to implement these recommenda- 
tions including that relating to the reappraisal of hospitals 
approved for intern training. 

In the belief that a further comprehensive study of the in- 
ternship was essential, the Council in the spring of 1951 dis- 
cussed the possibility of undertaking such a project with the 
Board of Trustees, and reported to the House at its June, 1951, 
session that the Board had approved the appointment of an 
Advisory Committee on Internships to the Council and had 
appropriated funds for a thorough study by this Committee. 
In commenting on the establishment of this committee, the 
reference committee at the June, 1951, session stated: 

Your committee commends this action of the Board of Trustees and 
appreciates its implementing appropriation for this much needed evalua- 
tion of a multi-faceted and important phase of medical education. Your 


committee further recommends all possible speed compatible with ability 
to reach sound conclusions and make definite recommendations. 


The organization of this committee was completed by 
September, 1951, with representatives from the major clinical 
fields, general practice, medical education, and hospital adminis- 
tration. From the outset, the committee pursued its task with 
unusual vigor and approached the problem confronting it 
seriously and thoroughly. Appreciating the necessity for objec- 
tive data on which to base its conclusions and recommenda- 
tions, it undertook a questionnaire survey of the graduates of 
the classes of 1937 and 1947. Detailed information was 
requested from these physicians relative to the internship which 
they had taken, their opinion of its educational value, the 
important defects of the training which they had received, 
and many other aspects of the subject. The members of the 
committee individually sought the advice of many of their 
professional colleagues and acquaintances on the problems 
involved. After more than a year of exhaustive investigation 
and study, the committee was ready to report its findings in 
November, 1952, in the form of two documents, which were 
referred to members of the House of Delegates and approved 
by them at the Denver session. These documents were the 
revised Essentials of an Approved Internship and the Report 
of the Advisory Committee on Internships. The Council 
believes that this committee carried out its responsibilities in 
a most commendable manner and that its conclusions as 
reflected in these two statements constitute a milestone in the 
progress of medical education. That the reference committee 
which considered them last December concurred in this opinion 
is reflected in its recommendation to the House, which stated 
in part as follows: 

Your committee has reviewed the 74 page report of the Advisory 
Committee on Internships with a great deal of interest and wishes to 
express its feeling of appreciation for the clarity of thought recorded in 
the counseling that is given to help improve the internship in various 
sections of the country. Because of this clear presentation your committee 
is sure that the internship will be improved greatly and that the quality 
of medical care of patients throughout the country will be markedly 
improved . . . . Your reference committee heartily endorses the 
report and suggests that it be made available to every physician and 
hospital throughout the country. 


As suggested by the reference committee, the Essentials 
and the Report were published in THE JOURNAL. Reprints 
together with a covering letter explaining the application of 
the revised standards were sent to all hospitals approved for 
internships. Subsequent to this initial distribution, requests 
were received and filled for upwards of 5,000 copies of each 
document. The general response to the findings and conclusions 
of the Advisory Committee from the profession at large and 
from those engaged in medical education has been highly 
laudatory. A number of critical comments have been received 
in recent weeks, however, based, we believe, on a misunder- 
Standing or misinterpretation of the purposes and applicability 
of the new requirements, as a result of which the Council has 
thought it desirable to submit this supplementary report. 

The criticisms which have been voiced can be summarized 
as follows: 

1. That the Advisory Committee and the Council are 
trying to make the internship a fifth year of medical education. 
This is, in fact, true and represents no change in the expressed 
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policy of the Council and the House of Delegates. As early 
as 1925 a statement to that effect appeared in the requirements 
for internship approval. The following statement is quoted 
from the Essentials as revised that year: 

The hospital, through designated members of its staff should provide 
adequate instruction and experience for the interns who, in effect, are 


fifth year medical students, in medicine, pediatrics, surgery, obstetrics 
and laboratory work throughout their terms of service. 


In all subsequent revisions of the Essentials, the Council has 
consistently held to the concept that the internship must be 
considered primarily as a phase of medical education and has 
been supported in this view by the House of Delegates. To 
question the validity of this premise is, in effect, to state that 
interns are appointed to furnish the medical staff of hospitals 
with low-paid help. The implications of regimentation and 
exploitation inherent in such a policy are obvious. 

The Council has appreciated, however, that there is and 
properly should be, a service aspect to the internship. In this 
connection, the following statement from the Advisory Com- 
mittee’s report may be considered as reflecting the Council’s 
position: 

We do not mean that the hospital which offers outstanding educational 
opportunity to the intern should receive no service from the intern in 
return. We do mean that when education is the primary emphasis, excel- 
lent service, as a rule, goes along with it, for the essence of medicine at 
its best includes service in every aspect. However, whereas education in 
medicine implies service, service in medicine does not necessarily imply 
education, and in practice where a hospital is out for interns to ‘get its 
work done,’ in any conflict between service and education, service usually 
wins to the detriment of the educational opportunity. 


2. The second criticism that has been advanced contends 
that the revised Essentials are discriminatory against smaller 
hospitals. The Council does not believe that this criticism 
is justified. The qualitative requirements for approval are appli- 
cable in equal force for all hospitals approved for internships. 
To state that the smaller hospital is unable to meet these 
requirements is to admit that it is not able to conduct an 
intern program of satisfactory quality. In point of fact, many 
smaller hospitals can and do offer outstanding intern programs 
and regularly attract full intern staffs. 

It is true that the quantitative standards relative to bed 
capacity, annual admissions and autopsy rate have been raised. 
The Council believes that its minimum requirements in this 
respect are reasonable and necessary to insure that the intern 
receives a sufficiently broad and varied experience during the 
course of his training. It does not consider that it is any more 
difficult for a smaller hospital with relatively few deaths to 
meet the present autopsy requirement than it is for a large 
hospital with comparatively many deaths. In point of fact, 
tt may be more difficult for the latter group to maintain the 
same percentage since the actual work load on the department 
will be appreciably greater. 

It should be noted that the revised quantitative requirements 
as to bed capacity and annual admissions are applicable only 
to those hospitals newly applying for approval after January 1, 
1953, and do not apply to hospitals that had been approved 
by the Council before that date. It is felt that this fact has 
not been sufficiently well understood, with the result that the 
criticism has been raised that smaller hospitals have been 
discriminated against. 

3. The third criticism which has been raised is that the two- 
thirds provision relative to the intern complement in an 
approved hospital is discriminatory, again to the disadvantage 
of the smaller hospital. In acuality, it may prove more difficult 
for the larger hospitals to meet this requirement than for the 
smaller hospitals which seek to appoint relatively few interns. 
In adopting this provision, the Council was, however, primarily 
concerned with the interests of the intern. The excessive de- 
mands on an intern’s time and energy in a hospital whose 
intern staff is markedly below its normal complement are 
almost certain to prevent the intern’s receiving a well-rounded 
training. 

The House on several occasions has requested the Council 
to resolve the problems resulting from the disparity between 


1. Committee on Intern Placement (William Bates, Chairman) 1948, and 
Committee on Training of Interns (Joseph F. Londrigan, Chairman) 1950, 
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the number of internships offered in approved hospitals and 
the number of applicants available to fill them. The House may 
recall that three years ago an attempt was made to have the 
hospitals throughout the country reduce the number of intern- 
ship positions through voluntary acceptance of an intern quota. 
The results of this proposal were entirely unsuccessful, owing, 
we believe, in large measure to the fact that resident staffs 
were being depleted as a result of the Korean war with a 
consequent increased demand for interns. Serious consideration 
was given to a suggestion that the Council set a specific limit 
for each hospital as to the number of internships it would be 
permitted to offer. It was felt, however, that the practical 
problems involved in arriving at a determination of such a 
number as well as the difficulty of defending a figure which of 
necessity would be somewhat arbitrary, made the proposal 
unworkable, e. g., limiting the number of internships to 10 
if the hospital were to request 12. Further, there are legal 
implications to such a policy which make its adoption inadvis- 
able. The Advisory Committee and, subsequently, the Council 
have given serious consideration to the necessity of adopting 
the two-thirds requirement. It was the consensus of both groups 
that some measure had to be taken to prevent further inflation 
of the demand for interns and to bring the number of intern- 
ships into closer balance with the number of applicants. The 
present requirement places the matter on a self-regulatory basis 
rather than on an arbitrarily imposed quota. It is our firm 
belief that adherence to this policy will result in a more realistic 
appraisal by individual hospitals of their needs for interns and 
that there will be a lowering of the number of internships 
offered by hospitals throughout the country with a consequent 
amelioration of many of the problems resulting from the 
present imbalance. Again, we would like to quote from the 
report of the Advisory Committee as it bears on this point: 

There is one requirement which is new in kind: Any internship program 
which in two successive years does not obtain two-thirds of its stated 
intern complement be disapproved for internship training. This is based on 
the clear-cut fact that no matter how good the internship looks on paper, 
how rich its patient material and extensive its laboratories, or how well- 
known its attending staff, an intern cannot get what he needs if a short- 
handed house staff results in such a load of routine work that he has no 
time for the educational aspects of his experience. 

We do not anticipate that many hospitals will be disqualified on this 
account. Rather we expect that hospitals which are failing to meet 
their internship quota by a large margin will engage in a careful self- 
scrutiny as to whether their internship program as planned is working 
out in practice. We also anticipate that hospitals may avoid disqualifica- 
tion by voluntarily reducing their intern quota and at the same time 
reducing the number of beds for which interns are expected to take 
responsibility. Beds removed from the intern scope will not count toward 
the minimum number of beds required for approval. The removal of such 
beds (e. g., in wards devoted to research or to a single-type of chronic 
disease, in a private pavilion where an attending or courtesy staff are not 
interested in teaching) from the sphere of intern work may have the 
double effect of making a hospital’s internship more attractive and reducing 
the national discrepancy between available internships and available 
interns. 


4. The fourth criticism advanced is that the establishment 
and enforcement of the Essentials constitutes regimentation 
of the profession. This is a criticism which the Council would 
consider as serious if it were not unfounded. The Council is 
charged by the House of Delegates with the responsibility for 
establishing adequate standards for all phases of medical 
education and has done so for the past forty years. The present 
revision of the Essentials does not differ in principle from the 
first Essentials adopted by the House in 1919. The purpose of 
these Essentials is to serve as a guide to medical staffs in 
hospitals throughout the country in organizing and conducting 
an approved intern program. A continuing effort has been 
made by the Council in the past as at present to improve the 
quality of this phase of medical education just as it has striven 
to improve medical education at the undergraduate level. To 
state that the adoption of and adherence to such standards 
constitutes regimentation is to imply that the efforts of the 
American Medical Association during the past forty years to 
raise the level of medical education in this country to its 
present point of unsurpassed excellence, have been misguided. 

It is somewhat unusual for the Council to submit to the 
House a report of this nature. The Council has felt it impor- 
tant to do so, however, because of the widespread circulation 
which has been given to the criticisms enumerated in this state- 
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ment. We have gone into some detail in replying to these 
criticisms in order to clarify the Council’s position and to 
present for the information of the House additional background 
material relative to the preparation of the present Essentials 
of an Approved Internship and an explanation of their 
application. 


ESSENTIALS FOR THE TRAINING OF MEDICAL RECORD 
TECHNICIANS 


PREAMBLE 


The Council on Medical Education and Hospitals of the 
American Medical Association, in cooperation with the Ameri- 
can Association of Medical Record Librarians, has established 
standards for the training of medical record librarians. As suffi- 
cient personnel is not available in this field, additional stand- 
ards have been prepared for the training of medical record 
technicians who, working under the supervision of a qualified 
medical record librarian or a medical record committee, per- 
form the technical tasks ‘associated with the maintenance and 
custody of medical records. The Council establishes standards, 
inspects, and approves training programs, and publishes lists 
of acceptable courses. The American Association of Medical 
Record Librarians is concerned with the promotion of educa- 
tional activities and the registration of qualified record per- 
sonnel. 

The following standards have been established for the 
information of hospitals, prospective students, physicians, and 
educational directors and for the protection of the public. 


I. ADMINISTRATION 


1. Acceptable courses for the training of medical record 
technicians may be conducted by general hospitals having 
adequate teaching material and personnel. Hospitals may, 
if they so desire, establish affiliations with accredited educa- 
tional institutions. 

2. Resources for the continued operation of acceptable 
training programs should be available through regular budgets, 
gifts or endowments but may be obtained in part through 
students’ fees. Exorbitant fees or commercial advertising are 
considered unacceptable. 

3. Training programs conducted primarily for the purpose 
of substituting students for paid record personnel will not be 
considered for approval. 


Il. ORGANIZATION 


4, Adequate space, light, and equipment should be available 
for the general and educational activities of the hospital depart- 
ments used in the training of medical record technicians. A 
library containing suitable references, texts and _ periodicals 
should be readily accessible to the students. 

5. The medical record department should maintain numeric 
files of all patients’ medical records; alphabetically or phoneti- 
cally filed patients’ indexes; statistical data on births, deaths 
and autopsies; diagnostic, operative, and physicians’ indexes. A 
modern system of indexing should be employed with supple- 
mental classifications and files for teaching and demonstration 
purposes. These should include serial and unit number systems, 
a phonetic file, and disease and operative indexes based on the 
Standard Nomenclature of Diseases and Operations. 

6. A record of the curriculum, syllabus, teaching plans and 
a procedure book should be available. Transcripts of the 
students’ prerequisite training should be filed in the department. 
To these should be added the details of attendance and grades 
as well as a list of the experiences obtained by individual 
students. 

7. A minimum of two students should be in training. How- 
ever, the maximum number admitted for practical instruction 
should be determined by the amount of available space, teaching 
material and properly qualified instructors. 


Ill, FACULTY 


8. A competent teaching staff should be assigned to the 
training program. The director shall be (1) a qualified medical 
record librarian, registered or eligible for registration, who 
has at least one half the credits necessary for an academic 
degree from an accredited university or college and five years’ 
experience in charge of a medical record department in an 
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approved hospital, or (2) a medical record librarian having 
equivalent educational qualifications and experience. 

9, An adequate number of instructors should be available 
so that students may have immediate guidance and supervision 
in their various assignments. 


IV. ADMISSION REQUIREMENTS 

10. Candidates for admission should be proficient in typing 
and preferably also in shorthand. They should have completed 
the requirements for high school graduation or should have 
passed a college entrance examination for admission to an 
accredited college or university. 

11. All applicants should be required to submit a physical 
health report including record of vaccination. All students 
should be given a medical examination as soon as practicable 
after admission and this examination should include an x-ray 
of the chest. 

Vv. CURRICULUM 

12. The course of training should include not less than 
nine months of theoretical instruction and practical hospital 
experience. 

13. Theoretical instruction may be presented by informal 
conference or formal lectures and should include: 


Clock 

Subject Hours 


Prefixes, suffixes, roots, abbreviations; dis- 
ease, operative and drug terms. 


Securing, preserving, usage, supervision, in- 
dexes, statistics, medicolegal, ethics. 


14. Practical training should involve the following activities 
associated with medical records: 


2, Admitting procedure 


Authorization for admission, interview and re- 
cording of sociological data, assignment of hos- 
pital number, admission forms, and patients’ 
register. 


(b) Medical record department...............cceeeeees 3 weeks 
Preparation of index card and chart folder, 
correlation with previous records, daily census, 
birth and death certificates. 


Assembling medical records, checking completeness, 
daily analysis, referral to record committee, indexing 
—diagnostic, operative, physicians, patients—monthly 
and annual reports, filing, release of information to 
outside agencies. 


Including relationships to x-ray, laboratory, sur- 
gical, and outpatient departments. 


VI. CLINICAL MATERIAL 
15. The training of medical record technicians should be 
conducted in acceptable general hospitals having a minimum 
of 4,000 annual admissions. These admissions should include 
an adequate distribution of patients in the various clinical 
services commonly found in general hospitals. 


VII. ADMISSION TO THE APPROVED LIST 

16. Application for approval of a course for medical record 
technicians should be made to the Council on Medical Educa- 
tion and Hospitals of the American Medical Association, 535 
North Dearborn Street, Chicago 10, Ill. Forms will be supplied 
for this purpose on request. Inquiries regarding the registration 
of qualified medical record personnel should be addressed to 
the American Association of Medical Record Librarians, 510 
North Dearborn Street, Chicago 10, Ill. 

17. Approval maybe withdrawn whenever in the opinion of 
the Council the course is not maintained in accordance with 
the above standards. Whenever a training program has not 
been in operation for a period of two consecutive years approval 
May also be withdrawn. 
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Report of Reference Committee on Medical Education 
and Hospitals 


Dr. Herbert B. Wright, Chairman, presented the following 
report, which was adopted: 

Report of Council on Medical Education and Hospitals: 
The special report of the Council on Medical Education and 
Hospitals is a document explaining its point of view relative to 
the development and implementation of the revised Essentials 
of an Approved Internship that were adopted at the Denver 
session in 1952. Your reference committee agrees that from 
the point of view of the Council it is a lucid explanation of 
some of the criticisms. Your reference committee recommends 
its approval. Your reference committee suggests that when the 
Council on Medical Education and Hospitals has any revolu- 
tionary changes in its program to be presented to the House 
it send a copy of such proposal to each delegate at least 30 
days in advance. 

Essentials for the Training of Medical Record Technicians 
Prepared by the Council on Medical Education and Hospitals. 
—The Council reports the establishment of standards for the 
training of medical record technicians as distinguished from 
medical record librarians; the standards being much more 
flexible and less demanding in an effort to obtain a larger 
number of medical record workers to perform the technical 
tasks concerned with the maintenance and custody of medical 
records. While your reference committee approves this report 
and its recommendation, it was felt that very few members of 
the House of Delegates have read it or have had time to 
discuss it. Your reference committee, therefore, recommends 
at this time temporary approval of the proposed Essentials as 
presented in order that schools can be started in September, 
but refers it for further consideration and final action at the 
December session of the House of Delegates. 


Report and Supplementary Report of Committee on Blood 

Dr. Herbert P. Ramsey, Co-Chairman, presented the follow- 
ing report of the Committee on Blood, which was referred 
to the Reference Committee on Miscellaneous Business: 

Defense and Civilian Defense Blood Procurement.—During 
the year 1952, a total of 2,459,868 pints of blood were col- 
lected for defense and civilian defense purposes. Red Cross 
regional and defense centers collected 2,017,101 pints of this 
total, and cooperating private blood banks collected 442,767 
pints. The Committee on Blood called the attention of the 
Advertising Council, Inc., which is acting as the publicity 
medium for the National Blood Program, to the substantial 
contribution of private blood banks to the defense effort. The 
Advertising Council, in recognition of this effort, has added 
the following statement to all its media including publications, 
television, and radio: “Call your Red Cross Chapter or local 
Blood Donor Center.” From present indications, it will be 
necessary to increase collections of blood to 3 million pints 
during the fiscal year of 1953 for defense purposes alone. 

Civilian Blood Procurement and Usage.—One source of in- 
formation regarding civilian blood procurement and usage is 
the American National Red Cross data which indicate that 
during 1952 the American Red Cross distributed 1,681,775 
pints of blood to hospitals in the United States. Of this quan- 
tity, 1,453,645 pints actually were utilized for blood trans- 
fusions and 228,130 pints were returned as outdated. This is 
about a two and one-half times increase over the amount of 
blood furnished by the Red Cross in 1949. The civilian totals 
include 90,065 pints of blood used in 73 Veterans’ Adminis- 
tration hospitals, 55 Army hospitals, 12 Navy hospitals, 20 
Air Force Base hospitals, 8 Public Health Service hospitals, 
3 Indian hospitals, and 8 prison hospitals. 

A second source of information is the questionnaire in- 
cluded in the schedule of the 1952 Annual Census of Hos- 
pitals by the Bureau of Medical Economic Research of the 
American Medical Association. The report of the Bureau of 
Medical Economic Research on this questionnaire deals with 
these problems in detail. 

Blood Fractions.—Greater emphasis on serum albumin pro- 
duction for use in the therapy of shock has resulted from the 
continued incidence of infectious hepatitis in patients receiv- 


53 
to 
nd 
als 
5 
le 
i- 
d 
i- 
d 
l 
Wr 
gen 


832 PROCEEDINGS OF THE NEW YORK MEETING 


ing plasma transfusions. Preliminary experiments seem to indi- 
cate that, in the process of separating serum albumin, the 
virus of infectious hepatitis is either destroyed or is not car- 
ried with the fraction. The Department of Defense has agreed 
to accept all serum albumin produced as a result of the proc- 
essing of human plasma into gamma globulin and to pay 
roughly 60% of the cost of the total processing. The Ameri- 
can National Red Cross has undertaken to pay the remaining 
40% of the cost. 

Because of the tremendous interest in the problem of polio- 
myelitis and the undoubted demand which would exceed the 
foreseeable supply, the Office of Defense Mobilization, through 
its Subcommittee on Blood, agreed to act as an allocation 
mechanism for the distribution of existing supplies of gamma 
globulin. The National Foundation for Infantile Paralysis has 
contracted for the entire commercial output of gamma globu- 
lin whether manufactured from human placentas or from 
whole blood procured by pharmaceutical firms. This supply 
will be placed in the national pool together with the supply 
from the Red Cross. In February, the U. S. Navy turned 
over to the Red Cross a supply of 460,000 grams of war sur- 
plus gamma globulin in dried form. 

In formulating the policies for gamma globulin allocation 
and distribution, the Office of Defense Mobilization secured 
the advice of an Ad Hoc Committee of the National Research 
Council. The following allocations program was adopted: 

Gamma globulin for the prophylaxis of measles and infec- 
tious hepatitis will be packaged in 2 cc. vials. Gamma globu- 
lin for the prophylaxis of poliomyelitis will carry a special 
label identifying it as suitable for such use. In order to comply 
with regulations of the National Institutes of Health, such 
gamma globulin must be tested in animals for presence of pro- 
tective antibodies against the Lansing virus. It is to be pack- 
aged in 10 cc. vials. 

Allocation for Measles and Infectious Hepatitis——The allo- 
cation made to states and territories for prophylaxis against 
measles and infectious hepatitis was based on the five-year 
(1947-1951) median incidence for measles. The number of 
cases was multiplied by a factor of 1.5, but no state or terri- 
tory would receive less than the mean annual distribution 
of Red Cross gamma globulin for this purpose during the 
same five-year period. The reported incidence of measles in 
the states and territories was to be reviewed at monthly inter- 
vals and supplementary allocations were to be made available 
on the basis of unusual measles morbidity. In Louisiana, the 
incidence of measles this year has exceeded the five-year 
median, and difficulties with the allocation program have 
occurred in some areas. The Committee on Blood wishes to 
reaffirm the position taken in previous reports, and concurred 
in by the House of Delegates, that gamma globulin for the 
prophylaxis of measles and infectious hepatitis be made freely 
available to practicing physicians. 

Allocations for Poliomyelitis—Approximately 57% of the 
total remaining supply of gamma globulin in the pool was 
distributed to the state and territorial health departments 
based on their past and current experience with poliomyelitis 
about May 1, 1953. A reserve of 33% has been retained by 
the National Allocating Authority for mass community pro- 
phylaxis and an additional contingency reserve of 10% has 
been set aside for unusual emergency purposes. Under the 
plan adopted, the state or territorial health officers will de- 
cide the mode of prophylaxis most appropriate for use within 
their jurisdiction. 

Basic Allocation —In the basic allocation for poliomyelitis 
prophylaxis, the amount sent was the product of 60 cc. (suffi- 
cient to treat six average contacts) and the average of the 
number of cases of poliomyelitis reported annually in the 
area for the five-year period 1947-1951. 

Additional Allocations.—After the first of May, states and 
territories are to receive at appropriate intervals additional 
allocations of 60 cc. for each reported case in excess of the 
mean cumulative annual incidence for the same seasonal 
period. States have been requested to report their current ex- 
perience in terms of paralytic and nonparalytic poliomyelitis. 
This has been requested so that adjustment may be made in 
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the form of additional allocations to meet the threat of a high 
ratio of paralytic cases of poliomyelitis in an area. 


Supplementary Allocations.—About the first of July and a 
biweekly intervals thereafter until October 1, supplementary 
allocations of gamma globulin will be made to states ang 
territories at a level designed to distribute all available gamma 
globulin for this purpose by the first of October. This allo. 
cation to the states and territories will be proportional to 
their reported morbidity. 


Mass Community Prophylaxis.—Special allocations from the 
reserve retained by the national allocating authority for mass 
prophylaxis will be made available only on application by the 
State or territorial Health Officer. The Public Health Service 
has accepted the responsibility for distributing gamma globv- 
lin in accordance with the above policies. 

The National Foundation for Infantile Paralysis is not jn 
full sympathy with the plan outlined. It feels that gamma 
globulin, when administered during an epidemic of polio. 
myelitis to persons in those age groups subject to greatest 
risk, provides some temporary protection against the paralytic 
form of the disease. Further, that most contacts of cases with 
poliomyelitis are already infected with the virus for several 
days by the time the first case in a family is diagnosed. They 
feel that by that time the disease may have advanced beyond 
the point where gamma globulin can prevent paralysis. For 
these reasons, the National Foundation’s Advisory Commit. 
tees on Research and Education recommended that the major 
portion of the nation’s stockpile of gamma globulin, avail- 
able for use in poliomyelitis, be reserved for mass injections 
of children in the most severe poliomyelitis epidemics of 
1953. However, this opinion has not changed the allocation 
program as it was outlined above. 


Blood Substitutes—Dextran now appears to be leading the 
field of the various plasma substitutes available. Initial ex- 
perimentation with dextran from European sources produced 
allergic-type side-reactions. However, the reaction rate for a 
dextran developed in this county is low. In general, it has 
been found that molecular weight and size are the critical 
factors since a definite renal threshold to dextran exists. Pre- 
liminary reports on field trials indicate that this form of dex- 
tran is a satisfactory plasma substitute. Experiments continue 
on polyvinylpyrollidone (PVP) to determine its exact route 
of distribution and excretion. 

State Committee Data.—In answer to a questionnaire mailed 
to the state societies, 28 states and the District of Columbia 
indicated that they had existing Blood Bank Committees; 3 
states were considering organization of such committees, and 
16 states and the Territory of Hawaii had no committees. The 
data is to be analyzed more fully and will be the subject of 
a report and recommendations in the near future. 

Fact-Finding Committees——During the period since the last 
report of the Committee on Blood to the House of Delegates, 
problems arose in California and Miami, Florida, in which 
intervention of a fact-finding committee was requested by the 
state or local medical society. In the case of California, both 
the Pacific Area Red Cross and the California Medical Asso- 
ciation Blood Bank Commission requested assistance in the 
settlement of territorial disputes which were interfering with 
the collection of blood in Northeastern California and Western 
Nevada. A joint committee made up of members of the Com- 
mittee on Blood of the American Medical Association and 
the American National Red Cross investigated the situation 
and negotiated an agreement on a statement of principles 
toward whose achievement the American Red Cross, Pacific 
Area, and the California Medical Association Blood Bank 
Commission should strive. This was signed by the Chairman 
of the California Medical Association Blood Bank Commis- 
sion and the Manager of the American National Red Cross, 
Pacific Area. 

In this agreement, the principle of local determination by 
county medical societies of the type of blood banking facili- 
ties to service their areas was reemphasized and the prin- 
ciples outlined were made subject to local society approval. 

In Miami, Fla., a situation had arisen wherein the Blood 
Bank of Dade County, Inc., and blood banks operated within 
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Dade County by hospitals had come into conflict over vari- 
ations in their blood replacement requirements, service charges 
and policies. The Dade County Medical Association, Inc., 
the Blood Bank of Dade County, Inc., and the hospital authori- 
ties requested the intercession of a fact-finding committee. 
Representatives from the American Medical Association Com- 
mittee on Blood, the American Hospital Association, and the 
American Association of Blood Banks visited the area and 
succeeded in securing an agreement which was signed by rep- 
resentatives of all the agencies involved in the blood collec- 
tion program in Dade County. 

Committee on Blood Offices—The Commiitee on Blood 
Offices are now in the headquarters building of the American 
Medical Association, 535 North Dearborn Street, Chicago 10, 
lil, Dr. Paul L. Wermer, Secretary. 


SUPPLEMENTARY REPORT 
Survey of Blood Banks.—The Bureau of Medical Economic 
Research, after analyzing the answers to the blood bank ques- 
tionnaire included in the last annual census of hospitals, has 
furnished the following summary of blood procurement and 
usage for 1952: 


1952 Blood Bank Survey 


A. Procurement of 1949 Survey 
Whole Blood (Bull. 83) 
000's 000's 
(Banks) Units Units (Banks) 
1. Hospital banks (1,301) =1,805 48% 1,600 = (1,498) 53% 
la. Direct tramsfu- 177 4% 17% 
sions 
2, Non-hospital (76) 594 14% 400 (62) 13% 
banks 
3. Red Cross re- (46) 1,617 39% 500 (31) 17% 
gional centers 
4,193 100% 3,000 100% 


B. Disposition of Whole Blood Procured 


4. Administered in 5,430 re- 3,584 
plying registered hospitals 
5. Administered in 1,268 non- 64 


replying registered hos- 
pitals—estimated 

6. Administered in non-regis- 168 (R. C. reported 112) 
tered hospitals, ete.— 


Estimated 
Total administered 3,816 
7. Outdated blood—estimated 377 (R. C. reported 228) 


The Committee wishes to express its thanks to Drs. Frank 
G. Dickinson and Charles E. Bradley for their analysis of 
these data. 

National Blood Program.—The Committee believes that it 
is imperative to proceed immediately with further exploration 
into the future of the blood collection program. It requests 
that the Committee on Blood be authorized to confer not only 
with the American National Red Cross, as noted in the last 
report to the House of Delegates, but also with other inter- 
ested major national professional organizations, with a view 
toward evaluation at the earliest possible date of a practical 
plan for a continuing national blood program—a plan which 
will command general endorsement and support, and which 
will incorporate the sound principles already enunciated by 
the House of Delegates. 


Report of Reference Committee on Miscellaneous Business 

Dr. Walter P. Anderton, Chairman, presented the following 
report, which was adopted: 

Your reference committee recommends the acceptance of 
the report and supplementary report of the Committee on 
Blood, but has suggested the following changes in the supple- 
mentary report: 

Under the heading “Survey of Blood Banks” after “1952” 
at the end of the first paragraph, insert in parentheses the 
words, “exclusive of defense and civil defense collections.” In 
the tabulation under the heading, “1952 Blood Bank Survey,” 
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change the words after “la” from “direct transfusions” to 
“immediate transfusions.” Under the heading “National Blood 
Program,” change the words “professional organizations” in 
the second sentence to “medical organizations.” 


Report of Council on Medical Service 


Dr. Elmer Hess, Chairman, submitted the following report, 
which was referred to the Reference Committee on Insurance 
and Medical Service: 


TITLES OF COMMITTEES TO HEAR COMPLAINTS FROM 
THE PUBLIC 


In June, 1952, the following resolution was presented to the 
House of Delegates by J. F. Shuffield, Arkansas: 

WHEREAS, The name Grievance Committee carries a certain opprobrium 
and might be misleading in the eyes of the public; and 

WHEREAS, The work to be accomplished by this committee is to foster 
better public relations, giving the public knowledge and information that 
a committee exists to settle any differences that might arise between the 
patient and his physician; and 

WHEREAS, the name Professional Relations Committee is readily recog- 
nized as being a committee to settle such difficulties; therefore be it 


Resolved, That the name Grievance Committee be changed to Pro- 
fessional Relations Committee. 


The House of Delegates voted to lay the resolution over 
until the December, 1952, session. In December the Reference 
Committee on Miscellaneous Business presented the following 
report, which was adopted: 

Your committee disapproves the Resolution on Change in Name of 
Grievance Committee because this House cannot dictate what names state 
and county medical societies shall give to their committees, and further it 
believes that “‘grievance”’ is the word most readily understood by the laity, 
It recommends that the Council on Medical Service continue to study the 
matter of names and bring in a report to this House at the June meeting. 


To follow through on this resolution the Council on Medical 
Service in its bi-annual Survey of County Medical Society 
Activities, mailed February, 1953, included a question con- 
cerning committees to handle public complaints. As of May 
25, 826 replies (compared to a total of 757 replies received in 
1951) have been received. Of this number, 416 societies in- 
dicate they have committees for hearing complaints from the 


TABLE 1.—Nomenclature of Committees to Hear Public 


Complaints 
No. of 
Societies 
Name Using Title * 

244 
Executive Committee (of 8 
Professional Relations 7 
Board of Disssters Cot 4 
Professional Conduct 3 
9 


Ethics and Mediation 


* The following titles are found but once: Adjudication and Censors 
Committee, Board of Appeals on Physician-Patient Relations, Board of 
Governors, Committee on Hospital and Professional Relations, Com- 
mittee on Patient Grievances, Coordinating Committee, Fee Complaint 
Committee, Grievance and Mediation Committee, Hearing Complaints 
Committee, Hospital and Medical Practice Committee, Medical Economics 
Committee, Medical Ethics and Deportment Committee, Medical Relations 
Committee, Board of Supervisors, Censor Committee, Committee on 
Ethies and Deportment, Mispractice Committee, Patient Relations Com- 
mittee, Physician-Hospital Relations Committee, Physician-Patients Rela- 
tions Committee, Professional Ethics Committee, Protest Committee, 
Publicity and Public Relations Committee, Public Policy and Relations 
Committee, Public Relations and Grievance Committee. 


public, 408 societies have no such committees, and 2 societies 
report such committees are under consideration. Among the 
416 societies with committees, the title “grievance committee” 
is used by 244 societies. Other titles are used by 172 societies, 
with “Board of Censors” used by 40 societies, “Public Rela- 
tions Committee” by 33 societies, and “Mediation Committee” 
by 22 societies. The only other title used by more than 10 
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medical societies is “Judicial” or “Judiciary Committee,” which 
is found listed 12 times. The survey has revealed that 35 other 
names are used as titles for these committees, three of which 
are used by from 5 to 9 societies and 7 by from 2 to 4 
societies. The remaining 25 titles are found only once. 

The list of titles used and frequency with which they occur 
are shown in the accompanying table 1. 


While the title “grievance committee” is used by many 
more societies than any other single title, it occurs more 
frequently among the smaller societies. This is shown in 
table 2. 


TABLE 2.—Titles by Size of Society 


Grievance Other 
Committee Titles * 


Societies with less than 100 members.......... 182 95 
Societies with more than 100 members........ 62 77 


* “Other Titles’’ here indicate a variety of names (see table 1) and 
seem to show that, while the larger societies may not prefer to use 
“grievance committee,” they are far from agreed on an acceptable sub- 
stitute. In fact the only “other” titles used by more than four of the 
larger county societies (over 100 members) are: “Board of Censors’’ by 
14 societies; ‘Judicial Committee’ by 10 societies; ‘‘Mediation Committee’ 
by 9 societies; and ‘‘Publie Relations Committee’ by 7 societies. 


Since 62 of the larger societies use the name “Grievance 
Committee,” it is evident that even among this group the 
“grievance” title continues most popular. 

A review of the titles used by the state medical associations 
shows a similar wide divergence of choices as to names for 
these committees. Again the title used most is “grievance 
committee” (by 23 associations), with 13 other titles divided 
among 17 states, with “Board of Supervisors” used in 3 of 
these states and “Mediation Committee” in 2 of them. The 
councils of the state associations handle this function in 6 
states. Referring back to the resolution, it is evident that few 
medical societies prefer the title of “Professional Relations 
Committee” for such committees. 

The Council on Medical Service is in full agreement with 
the suggestion of the reference committee that the “House 
cannot dictate what names state and county medical societies 
shall give to their committees.” The Council would like to call 
to the attention of the House of Delegates that there is a 
distinction between the functions of grievance committees and 
committees on medica! ethics, which should not be confused. 
The Council has used the title “Grievance Committee” on its 
reports on this subject and will continue to do so unless other- 
wise instructed by the House of Delegates. 


Report of Reference Committee on Insurance and 
Medical Service 

Dr. Gerald V. Caughlan, Chairman, presented the following 
report, which was adopted: 

Report of the Council on Medical Service Regarding the 
Designation of Titles of Committees to Hear Complaints from 
the Public: Many societies use the term “grievance commit- 
tees” while others use different designations. The Council on 
Medical Service believes that the House of Delegates cannot 
dictate what names state and county medical societies shall 
give to their committees and calls attention of the House to 
the fact that there is a distinction between the functions of 
grievance committees and committees on medical ethics, which 
should not be confused. Your committee is favorable to the 
report of the Council on Medical Service as to titles. 


Report of Committee on General Practice Prior 
to Specialization 

Dr. A. C. Scott Jr., Chairman, presented the following re- 
port, which was referred to the Reference Committee on Medi- 
cal Education and Hospitals: 

The Committee on General Practice Prior to Specialization, 
which was appointed on May 1, 1953, met in New York on 
May 31 for an organizational meeting, with four members 
present. The President of the Association, Dr. Bauer, was in- 


J.A.M.A., June 27, 1953 


vited because of his great interest in the subject, and he par. 
ticipated in the committee’s deliberations. 

General plans were agreed on for methods of study of the 
problem, for future meetings, for objectives to be attained, 
and for conferences with the Council on Medical Education 
and Hospitals and the various specialty boards. 

It was agreed by all members present that the principal 
objectives sought, and which the Committee would endeavor 
to attain if permitted by the House to pursue its plans for 
another two years, are: (1) a broadened base of education 
in the art of medical practice for all doctors entering special. 


_ ization, and (2) a better distribution of doctors between urban 


and rural areas. 

The Committee requests that the House of Delegates make 
this a continuing committee to study these problems further 
and to make periodic reports to the House from time to time. 

Respectfully submitted, 

A. C. Scott Jr., Chairman 
Eu S. Jones 

Davip B. ALLMAN 

F. J. L. BLASINGAME 


Report of Reference Committee on Medical 
Education and Hospitals 


Dr. Herbert B. Wright, Chairman, presented the following 
report, which was adopted: 


Report of the Committee on General Practice Prior to 
Specialization Concerning Organizational Meeting and Pro- 
gram.—Your reference committee recommends that the House 
of Delegates make this a continuing committee for another 
two years of study and to make periodic reports to the House 
from time to time. Your reference committee recommends 
that the report of this committee be approved. 


Resolutions on Nominations to Standing Committees 
(Councils) of the House of Delegates 


Dr. Ralph A. Johnson, for the Michigan delegation, intro- 
duced the following resolutions, which were referred to the 
Reference Committee on Amendments to the Constitution and 
Bylaws: 


WHEREAS, Certain Standing Committees, now designated as Councils, 
were created by and made responsible to the House of Delegates of the 
American Medical Association; and 

WHEREAS, No means are now provided for making nomination to these 
committees by members of this House; therefore be it 


Resolved, That in addition to the manner of nominating as now pro- 
vided, nominations to these committees, except to the Judicial Council, 
be permitted by any member of the House of Delegates; and be it further 


Resolved, That appropriate changes in the Bylaws be hereby adopted 
to carry out the purpose of these resolutions, in accordance with the 
proposed amendments hereto attached. 

Chapter XI, Section 2, Paragraph (B): Omit the phrase ‘“‘on nomination 
by the Board of Trustees” and insert the sentence ‘“‘Nominations shall be 
made by the Board of Trustees and may be made from the floor of the 
House of Delegates.” Chapter XI, Section 2, Paragraph (B), will then 
tead as follows: “The Council on Scientific Assembly shall consist of seven 
Active or Service Members, one of whom shall be a general practitioner. 
All members shall be elected by the House of Delegates for terms of 
five years, so arranged that at two annual sessions the terms of two 
members expire and at three annual sessions the term of one member 
expires. Nominations shall be made by the Board of Trustees and may 
be made from the floor of the House of Delegates. The members of the 
Council on Scientific Assembly shall be chosen as far as practicable from 
the past section officers representing different sections. The President-Elect 
shall be an ex-officio member of the Council on Scientific Assembly 
without vote.” 

Chapter XJ, Section 2, Paragraph (C): Omit the phrase “fon nomination 
by the Board of Trustees” and insert the sentence ‘“‘Nominations shall be 
made from the floor of the House of Delegates.” Chapter XI, Section 2, 
Paragraph (C), will then read as follows: “The Council on Medical 
Education and Hospitals shall consist of ten Active or Service Members, 
one of whom shall be a private practitioner of medicine who is not a 
faculty member of a medical school or a member of a staff of a hospital 
associated with a medical school or university. Members of the Council 
shall be elected by the House of Delegates for terms of five years, SO 
arranged that at each annual session, the terms of two members shall 
expire. Nominations shall be made by the Board of Trustees and may be 
made from the floor of the House of Delegates.” 

Chapter XI, Section 2, Paragraph (D): Omit the phrase “and the House 
of Delegates shall elect from these” and insert the sentence “Nominations 
may also be made from the floor. The House of Delegates shall elect from 
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these nominations.” Chapter XI, Section 2, Paragraph (D), will then 
read as follows: “The Council on Medical Service shall include six 
Active or Service Members, each of whom shall serve for a term of 
five years, SO arranged that at one annual session the terms of two 
members expire and at four annual sessions the term of one member 
expires. In addition, the President, the immediate Past President, and a 
member of the Board of Trustees selected by the Board shall be 
members of the Council, except that the President and the trustee 
member shall be ex-officio members without vote. At each annual session 
the Board of Trustees shall present to the House of Delegates three 
nominations for each vacancy. Nominations may also be made from the 
floor. The House of Delegates shall elect from these nominations.” 


Chapter XI, Section 2, Paragraph (E): Omit the phrase “on nomination 
by the Board of Trustees’”’ and insert the sentence ‘“‘Nominations shall be 
made by the Board of Trustees and may be made from the fioor of the 
House of Delegates.” Chapter XI, Section 2, Paragraph (E), will then 
read as follows: “The Council on Constitution and By-Laws shall consist 
of five Active or Service Members elected by the House of Delegates 
for terms of five years, so arranged that at each annual session the 
term of one member expires. Nomination shall be made by the Board 
of Trustees and may be made from the floor of the House of Delegates. 
The President, Secretary, Assistant Secretary, a member of the Board of 
Trustees selected by the Board and the Speaker and Vice Speaker of 
the House of Delegates shall be ex-officio members of the Council 
without the right to vote.” 


Report of Reference Committee on Amendments to the 
Constitution and Bylaws 

Dr. John W. Green, Chairman, submitted the following 
report, which was adopted: 

Resolutions on Nominations to Standing Committees (Coun- 
cils) of the House of Delegates: All the recommendations in 
these resolutions concerning nominations to the Councils of 
the House of Delegates have been covered in the reference 
committee report on the report of the Council on Constitution 
and Bylaws whereby provision has been made for nominations 
from the floor of the House of Delegates for members of the 
various Councils, except those for the Judicial Council. There- 
fore, your committee recommends no action on the Michigan 
resolution. 


Proposed Amendment to Bylaws, Chapter IV, 
Concerning Power of Judicial Council 
Dr. Joseph D. McCarthy, Nebraska, presented the follow- 
ing proposed amendment to the Bylaws, which was referred 
to the Reference Committee on Amendments to the Constitu- 
tion and Bylaws: 
Amend Paragraph 1 of Chapter IV, “Disciplinary Action,” to be known 
as Section 1, and add Section 2, which will read as follows: 


Section 2. The Judicial Council, after due notice and hearing, may 
censure, suspend, or expel any Associate, Service, or Affiliate Member of 
the American Medical Association for an infraction of the Constitution 
or these Bylaws or for a violation of the Principles of Medical Ethics. 


Report of Reference Committee on Amendments 
to the Constitution and Bylaws 

Dr. John W. Green, Chairman, submitted the following re- 
port, which was adopted: 

Proposed Amendment to Chapter 1V of the Bylaws: Your 
committee approves this proposed amendment, because at 
present there is no provision in the Constitution and Bylaws 
for the Judicial Council to have original jurisdiction over 
members of the American Medical Association who are not 
members of their component county and constituent state 
medical societies. Your committee recommends the adoption 
of this amendment, with the following changes: (1) Eliminate 
the word “associate” and add the word “honorary” after the 
word “affiliate”, so that Chapter I1V—Disciplinary Action, Sec- 
tion 1, remains as at present, and so that new Section 2, shall 
read as follows: “The Judicial Council, after due notice and 
hearing, may censure, suspend or expel any Service, Affiliate or 
Honorary Member of the Association for an infraction of the 
Constitution or these Bylaws, or for a violation of the Prin- 
ciples of Medical Ethics.” Your committee recommends its 
adoption as amended. 

Your committee also recommends that this be referred to 
the Council on Constitution and Bylaws for implementation. 
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Resolutions on Department of Health, Education and 
Welfare, and Social Security System and Program 


The five following resolutions, similar in content, were 
referred to the Reference Committee on Miscellaneous Busi- 
ness. The reference committee did not report on these reso- 
lutions. (The report of the Reference Committee on Insurance 
and Medical Service on the report of the Board of Trustees 
having to do with the Resolution on Responsibility of the 
Government in the Medical Care of the Citizen, which will 
be found on page 733 of THe JourNaL for June 20, 1953, 
pertains to the subject matter of these five resolutions.) 


1. Resolutions on Department of Health, Education, 
and Welfare 


Dr. J. Lafe Ludwig, California, presented the following 
resolutions: 


Wuereas, Every American physician has a double interest in the newly 
created Department of Health, Education, and Welfare because it affects 
him professionally and as a citizen; therefore be it 

Resolved, That this House of Delegates urge the Congress of the United 
States to speed and accelerate in every manner possible a thoroughgoing 
investigation of the entire social security program to the end that it may 
be placed on a sound actuarial basis; and be it further 

Resolved, That a copy of this resolution be sent to the President of the 
United States, to the members of the Cabinet and to each member of 
the Congress. 


2. Resolution on Social Security System 


Dr. William Weston, South Carolina, introduced the follow- 
ing resolution: 


Resolved, That the South Carolina Medical Association, in regular 
Session assembled on May 6, 1953, instruct its delegates to present a 
resolution to the House of Delegates of the American Medical Association 
urging that body to endorse and to cooperate in, if possible, a full study 
of the present Social Security System and endeavor to work out a plan 
whereby it can be established and operated on a sound financial and 
actuarial basis. 


3. Resolution on Social Security System 


Dr. Willard A. Wright, North Dakota, presented a resolu- 
tion, as follows: 
Wuereas, It is the announced intention of the Department of Health, 


Education, and Welfare to support legislation which will have the effect 
of forcing self-employed persons into the Social Security System; and 

WHEREAS, The vast majority of members of the American Medical 
Association Jo not desire to be taxed for this purpose; and 


WHEREAS, We have in the past registered our disapproval of this pro- 
posal; now therefore be it 
Resolved, That the House of Delegates of the American Medical Asso- 


ciation reaffirm its faith in the responsibility of the individual to make 


proper provision for himself and record its opposition to compulsory 
participation in the Social Security System by physicians. 


4. Resolutions on Social Security Program 


Dr. Harlan English, Illinois, introduced the following 
resolutions: 


WHEREAS, There is a growing sentiment throughout the nation that the 
present Social Security program is basically wrong and should be repealed 
or revised; and 

WHEREAS, Some of its principal faults are: (A) It destroys ambition of 
the individual and encourages governmental paternalism; (B) It withholds 
benefits from those reaching the eligible age of 65 unless the beneficiary 
limits his earned income to not more than $75.00 per month; (C) As more 
and more old people become eligible for Social Security benefits, the 
government will be forced to tax again to meet its Social Security obli- 
gations because the taxes collected to finance the benefits have been spent 
for other purposes and the so-called Social Security Trust Fund holds 
mostly government I1.0.U.’s; (D) According to reliable economists, present 
Social Security is actuarially unsound, is not insurance but is a scheme for 
exacting additional taxes; (E) The impractical, costly work-records system 
requires the services of an estimated 10,000 government employees at an 
enormous expense to the taxpayers; and (F) It tends by usurping the 
functions of private insurance companies and destroying the incentive for 
personal private savings to dry up rapidly the principal sources of private 
risk capital; and 

WHerEAsS, The Social Security is the-chief activity of the Department 
of Health, Education, and Welfare and far overshadows the importance of 
the Department’s other services of health and education; and 

WHEREAS, According to the investigations by the Harness Subcommittee 
in 1947 there is evidence of FSA employees breaking the federal law 
against lobbying by federal employees; and 
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WHEREAS, Proposals are now pending in the Congress to extend Social 
Security to additional citizens before the many faults in the present law 
have been corrected or wiped out; and 

WHEREAS, Representative Reed, Chairman of the House Ways and 
Means Committee, has appointed a Subcommittee on Social Security, 
headed by Representative Carl T. Curtis, to make a critical study and 
thorough investigation of Social Security; and 

WHEREAS, This study offers the potentiality of achieving needed changes 
in the Social Security Act; therefore be it 

Resolved, That the delegates of the Illinois State Medical Society in 
regular session assembled make the following recommendation to the 
President and the Congress of the United States: That Social Security 
be held at status quo and not extended to any other groups at least until 
after Representative Curtis’ Subcommittee and any other Congressional 
Committees have completed their studies and adequate time has been 
allowed for the consideration and proper evaluation of Committee reports 
by the people; and be it further 

Resolved, That the delegates make the following recommendations to 
Representatives Reed and Curtis, the members of the Subcommittee on 
Social Security, and to the President and the Congress of the United 
States: 

1. That serious consideration be given to having the federal government 
abandon Social Security by (A) having the individual states finance and 
administer state pensions, if their citizens so desire; (B) paying off present 
beneficiaries with federal funds, or (C) transferring the risk to legitimate 
insurance companies. 

2. In lieu of the much preferred abandonment of Social Security 
(recommendation number one), place Social Security on a pay-as-you-go 
basic amount pension for everyone at age 65 which would eliminate 
payroll record keeping, would reduce the number of Social Security 
employees by 10,000, and would encourage beneficiaries to continue 
working and contribute to productivity, rather than being forced to depend 
On government paternalism as is now the case. 

3. Return all old age and assistance welfare programs to the states 
where they can be administered more humanely, efficiently, and economi- 
cally. 

4. Reduce federal taxes in the amount necessary for the states to 
finance the assistance programs so that the individual states will have 
untouched sources for taxation. 

5. Remove compulsion from the pay-as-you-go basic amount pension 
and place the pension system on an entirely voluntary basis in keeping 
with the principles of the American free market economy; and be it 
further 

Resolved, That a copy of this resolution be spread on the minutes 
of this meeting and that copies of it be sent to (1) the President of the 
United States, (2) all members of Congress, and (3) the House of 
Delegates of the American Medical Association. 


5. Resolution on Social Security Program 


Dr. Robert B. Homan Jr., Texas, introduced a resolution, 
as follows: 


Wuereas, There is a growing sentiment throughout the nation that the 
present Social Security program is basically wrong and should be repealed 
or revised; and 

Wuereas, The physicians of the United States are well aware of the 
many faults of the present system; and 

WHEREAS, Proposals are now pending in the Congress to extend Social 
Security to many groups of self-employed, including physicians, not now 
required to pay their own Social Security tax; and 

WHerEAS, Legislation now proposed would give Federal Medical and 
Hospital care to the beneficiaries of the Old Age and Survivors Insurance; 
and 

WHEREAS, The Carl T. Curtis subcommittee of the House ‘Ways and 
Means Committee is now making a critical investigation of Socia! Security 
which offers the potentiality of achieving needed changes in the Social 
Security Act; therefore be it 

Resolved, That the House of Delegates of the American Medical Asso- 
ciation, assembled in regular session in New York City June 1, 1953, 
recommend to the President and the Congress of the United States that 
there be no extension of Social Security to groups not now covered; that 
there be no federal medical or hospital care established under the Old 
Age and Survivors Insurance program, and that serious consideration 
be given to returning to the states the responsibility for financing and 
administering such pension programs as their citizens desire. 


Resolutions on Intern Training 
The following five resolutions dealing with essentially the 
same subject were introduced by (1) Dr. J. Lafe Ludwig, 
California, (2) Dr. James Q. Graves, Louisiana, (3) Dr. Paul 
Baldwin, Missouri, (4) Dr. Carlton E. Wertz, New York, and 
(5) Dr. James Z. Appel, Pennsylvania, and were referred to 
the Reference Committee on Medical Education and Hospitals: 


1. Resolution on Intern Training in Private Hospitals 
WHEREAS, There has developed in the United States a marked shortage 
of interns available for private hospitals, due in part at least to the 
increasing demands of public, military, and veterans’ hospitals; and 
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Wuereas, If the private practice of medicine in the United States, tg 
which the American Medical Association is dedicated, is to survive, o 
newly graduating doctors must not only receive adequate scientific clinical 
instruction and experience, but must also learn something of the art and 
economics of private practice, with its highly important personal doctor- 
patient relationship with its obvious advantages to society; and 

WHEREAS, These factors essential to the preservation of our heritage 
and to the welfare of the public can be far more adequately learned by 
the intern in our many excellent private hospitals, which can furnish 
adequate scientific instruction and experience as well; and 

WHEREAS, The report of the Advisory Committee on Internships of the 
Council on Medical Education and Hospitals of the American Medicaj 
Association, which report has been accepted and published in THE Journay 
as the basis for approval of hospitals for intern training, obviously sets 
up requirements that can be met only by the larger hospitals affiliated with 
medical schools and is definitely prejudicial to the interests of the hundreds 
of private hospitals which will find it impossible under these rulings to 
qualify for intern training; now therefore be it 

Resolved, That a further study be made of this problem, with a more 
realistic attitude toward private medical practice and hospital care, in 
order that continued opportunity may be given to private hospitals to 
provide the excellent intern training that they have furnished in the Past. 


2. Resolutions on Essentials of an Approved Internship 

WHEREAS, The report of the Advisory Committee on Internships to the 
Council on Medical Education and Hospitals of the American Medical 
Association dated Nov. 15, 1952, and the Essentials of an Approved Intern- 
ship prepared by the Council on Medical Education and Hospitals of the 
American Medical Association dated Nov. 15, 1952, and revised Dec, 4 
1952, stipulates that approved internships can be conducted only in 
hospitals in which the educational benefits are considered of paramount 
importance, and the service benefits to the hospitals are secondary; and 

WHEREAS, The Council on Medical Education and Hospitals in its 
concept is trying to make the internship a fifth year of medical education 
instead of a year or more of medical practice under supervision; and 

WHEREAS, Only hospitals having a capacity of at least 150 beds, 
exclusive of bassinets, and a minimum of 5,000 annual admissions would 
be accepted for approval; and 

WueErEAS, The establishment and enforcement of these regulations con- 
Stitutes regimentation of the medical profession and is an encroachment 
on the individual rights and privileges of practicing physicians; therefore 

it 

Resolved, That the Louisiana State Medical Society instruct its delegates 
to the American Medical Association to express, on the floor of the 
House of Delegates at the June, 1953, meeting of the American Medical 
Association, this Society’s objection to these Essentials, and recommend 
that the previous action of the House of Delegates of the American 
Medical Association with regard to the Essentials of an Approved Intern- 
ship be revoked; and be it further 

Resolved, That copies of these resolutions be sent to each member of 
the House of Delegates of the American Medical Association, the President 
and Secretary of the American Medical Association, the chairman and 
members of the Advisory Committee on Internships to the Council on 
Medical Education and Hospitals of the American Medical Association, 
the chairman and members of the Council on Medical Education and 
Hospitals, and to the president of each state medical society throughout 
the country. 


3. Resolution on More Equitable Distribution of Interns 

WHEREAS, There are each year approximately eight accredited intern- 
ships in the United States to every five Class A Medical School graduates; 
and 

WHEREAS, Many large hospitals have increased their number of intern- 
ships out of proportion to bed capacity increases and clinic needs; and 

Wuereas, These hospitals regularly get their full quota of interns; and 

WHEREAS, Many other hospitals accredited for internship are unable 
to secure sufficient interns and often secure none; and 

WuereEAs, The only foreseeable solution to this problem is a more 
equitable distribution of interns among accredited internships; therefore 
be it 

Resolved, That the Council on Medical Education and Hospitals of 
the American Medical Association be instructed to take immediate steps 
to insure a more equitable distribution of interns. 


4. Resolution on Revision of Intern Program 

Wuereas, There is an admitted shortage of graduate physicians to fill 
all the approved internships; and 

WuerEAS, There are many hospitals, with excelent training and educa- 
tional facilities, which are not affiliated with medical schools; and 

Wuereas, The recent new Essentiats of an Approved Internship will 
make it difficult for many hospitals to obtain interns; and 

WHEREAS, The new two-thirds of a hospital quota requirement will make 
it even more difficult for many hospitals to obtain interns; and 

Wuereas, The new “Essentials” were approved by the American Medical 
Association House of Delegates at the Denver meeting without having 
time for a complete study or understanding of all its implications; 
therefore be it i 
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Resolved, That the House of Delegates of the American Medical 
Association approve the following: 


1, Postponement for at least three or four years of the time set for the 
Essentials of an Approved Internship to be put into force and effect; 


2, Establishment of a new special committee of the American Medical 
Association to conduct a prompt reevaluation of the intern problem, 
which study would take into consideration the best interests of the 
patient, the hospital and the medical profession, such special committee 
jo be composed of physicians, half of whom, at least, shall not be 
connected with medical schools or their affiliated hospitals and who shall 
be in the active private practice of medicine; 


3, Rescinding of the requirement that hospitals meet two-thirds of the 
number of their normal complement of interns for two years in succession 
or lose their accreditation. 


5. Resolutions on Revision of Essentials of Approved 
Internships 


WuereAs, The House of Delegates of the American Medical Associa- 
tion has accepted the report of the Advisory Committee on Internships 
made to the Council on Medical Education and Hospitals; and 


Wuereas, This report has been incorporated in the report entitled 
Revision of the Essentials of an Approved Internship published by 
the Council on Medical Education and Hospitals in THE JouRrNaL of the 
American Medical Association, Feb. 14, 1953; and 


Wuereas, This Revision sets forth drastic changes in the requirements 
for approval of hospitals for intern training as follows: (1) Increases 
required bed capacity to 150, including bassinets; (2) Increases required 
annual admissions to 5,000, excluding newborn; (3) Increases required 
autopsy rate to 25 per cent, and (4) Compels approved hospitals ~-to 
secure at least 34 of its annual quota of interns. Failure to secure 
% of the quota for two successive years may result in the loss of the 
hospital’s approved status; and 


Wuereas, The hospitals in Luzerne and Blair Counties have for many 
years met in full the requirements of the Pennsylvania State Board of 
Medical Education and Licensure; and 

WHEREAS, The requirements set forth above will drastically affect all 
the hospitals in Luzerne and Blair Counties and will automatically 
prevent several of the hospitals from securing approval; therefore be it 


Resolved, That the Luzerne and Blair County Medical Societies, com- 
ponents of the Medical Society of the State of Pennsylvania, hereby 
unanimously express their disapproval of the action of the Council on 
Medical Education and Hospitals of the American Medical Association; 
and be it further 


Resolved, That during this period of nationwide shortage of interns the 
proper solution to this problem would be the arbitrary reduction of the 
quota allowed every approved hospital in the country in accordance with 
the number of interns available. 


Report of Reference Committee on Medical Education 
and Hospitals 


Dr. Herbert B. Wright, Chairman, presented the following 
report, which, after discussion, was adopted: 


With regard to the Essentials of an Approved Internship, 
there were five resolutions submitted by, respectively, Dr. 
J. Lafe Ludwig of the California Medical Association, Dr. 
James Q. Graves of the Louisiana State Medical Society, Dr. 
Paul Baldwin of the Missouri delegation, Dr. Carlton E. Wertz 
of the New York delegation, and Dr. James Z. Appel of the 
Pennsylvania delegation for Luzerne and Blair Counties. 
These resolutions include the following recommendations: 
(1) Revocation of the House of Delegates’ action at the 
Clinical Meeting in Denver in 1952; (2) Disapproval of the 
action taken at Denver; (3) An arbitrary reduction of the 
quota allowances of every approved hospital; (4) Postpone- 
ment of enforcement and the effect of the Essentials for three 
or four years; (5) That a new study of the problem be made 
by a committee not connected with medical schools or their 
affiliated hospitals, at least half of whose members shall be 
engaged in private practice; (6) Rescind the requirements that 
hospitals need two-thirds of the normal complement of in- 
ferns for two years in succession, and (7) More equitable 
distribution of interns. 


Your reference committee recommends a substitute for the 
aforementioned resolutions, as follows: 


_WHEREAs, From the hearings before your reference committee at this 
lime it was concluded that the action taken by the House of Delegates at 
the session in Denver in 1952 was done without opportunity for thorough 
Study and deliberation by the members of the House of Delegates; and 


WHEREAs, There appears to be considerable dissatisfaction with the 
Present Essentials of an Approved Internship as testified to by the number 
of members who appeared before the committee; and 


Vol. 152. No. y 


PROCEEDINGS OF THE NEW YORK MEETING 837 


WHEREAS, The postponement of enforcement and effectiveness of the 
Essentials for three or four years would serve no practical purpose; 
therefore be it 


Resolved, That the House of Delegates abolish the rule whereby 
approval may be withdrawn from an internship program which for two 
consecutive years fails to obtain at least two-thirds of its slated com- 
plement of interns; and be it further 

Resolved, That further study be continued by a committee appointed 
by the Speaker of the House of Delegates, at least half of whom are 
doctors in private practice not connected with medical schools or 
affiliated hospitals. 


Resolution on Blood Banking 


Dr. J. Lafe Ludwig, California, introduced the following 
resolution, which was referred to the Reference Commiitee on 
Miscellaneous Business: 


WHEREAS, The ready availability of blood and blood derivatives has 
become a vital necessity to modern medical practice in both the civilian 
and military populations and therefore a matter of highest concern to the 
physician; and 

WHEREAS, The independent operation of blood banks of all degrees of 
excellence throughout the nation by many different agencies, some lay and 
some medical, has resulted in some confusion and friction between blood 
banks and organizations operating blood banks; and 

Wuereas, The general public is confused, irritated and critical of the 
varying methods of operation among blood banks in the same or contigu- 
ous areas; and 

Wuereas, The professional aspects of the drawing of blood, its frac- 
tionation and its use as a therapeutic tool must be under medical control, 
and such medical control on a national scale logically should be a 
function of the American Medical Association; and 

Wuereas, The American Red Cross has already been designated by 
the government as the official blood recruitment and distributing agency 
for the military services; and 

WHEREAS, The present American Red Cross program of so-called 
“free” blood without requirement for replacement has made collection 
of adequate supplies for civilian use difficult, has been a tremendous drain 
on Red Cross funds which might be better devoted to purposes more 
consistent with Red Cross functions, and is inaccurate to the extent that 
blood is not free but is paid for by the community at large in contribu- 
tions and by the government through tax revenues; now therefore be it 

Resolved, That this House of Delegates urge the establishment of a 
coordinated national blood bank program operated by the American 
Medical Association, the American National Red Cross and other 
qualified organizations interested in blood banking, on the following basis: 

1. Medical aspects of blood banking shall be under the exclusive control 
of the medical profession. 

2. Business administration, donor recruitment, stockpiling for civil 
defense and disaster relief, allocation of supplies to meet military needs, 
and public relations shall be matters of joint concern. 

3. The supply of blood shall be maintained on a replacement basis. 

4. The national blood bank program shall be a financially self-support- 
ing but nonprofit arrangement operated in the national interest but with 
the sole aim of promoting the widest availability of safe, usable blood and 
its derivatives. 


Report of Reference Committee on Miscellaneous 
Business 


Dr. Walter P. Anderton, Chairman, submitted the following 
report, which was adopted: 


Your Reference Committee on Miscellaneous Business 
recommends the adoption of the Resolution on Blood Bank- 
ing, introduced by Dr. J. Lafe Ludwig of the Califoriia 
Medical Association, with the following slight modifications: 
Change the word “operated” in the first sentence of the 
“Resolved” to “organized,” and insert in the same sentence 
after the words “blood banking” the words “in so far as may 
be appropriate”; change the last word of No. 2 of the “Re- 
solved,” “concern,” to “interest.” 


Resolution on Osteopathy 


Dr. J. Lafe Ludwig, California, introduced the following 
resolution, which was referred to the Reference Committee on 
Miscellaneous Business: 


WHEREAS, The practice of osteopathy has been recognized legally by 
all states, and unlimited licensure to practice medicine and surgery is 
granted to graduates of schools of osteopathy in a large majority of 
states; now therefore be it 


Resolved, That the House of Delegates believes that it would be in the 
interest of the health and medical welfare of the American people if the 
American Medical Association were to adopt a policy of assistance by 
doctors of medicine in the undergraduate and postgraduate education of 
doctors of osteopathy. 
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Report of Reference Committee on Miscellaneous 
Business 


The Majority Report of the Reference Committee on Mis- 
cellaneous Business contains in its first paragraph, on page 
739 of THE JouRNAL for June 20, 1953, reference to the com- 
mittee’s action with respect to the foregoing Resolution on 
Osteopathy. 


Resolution on Medical Care of Veterans 


Dr. J. Lafe Ludwig, California, introduced the following 
resolution, which was referred to the Reference Committee 
on Insurance and Medical Service: 


“ WHEREAS, The highest quality of medical care and rehabilitation of 
service-connected disabilities in veterans is an undisputed obligation of the 
Federal Government and a basic requirement of long-term defense; and 

Wuereas, This program should be the first responsibility of the 
Veterans Administration’s medical program; and 

WHEREAS, In most communities local health facilities are adequate for 
treatment and rehabilitation of non-service-connected disabilities; and 

WHEREAS, Economy is usually given as the excuse for the Veterans 
Administration not affording physicians in the home town with the veterans 
service medical records or records of treatment of the Veterans Adminis- 
tration or otherwise, and the lack of such records deters the best medical 
care and rehabilitation of the veteran as well as working a hardship on 
the physician; and 

WHEREAS, The present Veterans Administration laws state that non- 
service-connected illnesses wiil be cared for by the Veterans Administration 
“if the individual signs am oath that he is unable to pay for private 
medical care”; and 

WHEREAS, Such violations could be eliminated if a more accurate defini- 
tion of eligibie beneficiaries were clearly stated in the law; now therefore 
be it 

Resolved, That this House of Delegates set up a program which will aid 
the Congress to: 

1. Continue the policy of the American Medical Association of advo- 
cating the best medical care and rehabilitation of service-connected dis- 
abilities. 

2. Eliminate false economy measures in home town treatment programs 
and furnish the home town physician with military and Veterans Adminis- 
tration records. 

3. Eliminate waste in the treatment of non-service-connected disabilities 
by defining a “beneficiary” sufficiently well so that the expansion of 
facilities for the care of non-service-connected disabilities is obviated. 


Resolution on Treatment of Nonservice Disabilities by 
Veterans Administration 


Dr. C. H. Richardson, Georgia, presented the following 
resolution, which was referred to the Reference Committee on 
Insurance and Medical Service: 

WuHereaAs, the House of Delegates of the Medical Association of 
Georgia has gone on record as being opposed to the general principle of 


the treatment of nonservice disabilities by the Veterans Administration; 
therefore be it 


Resolved, That the House of Delegates of the American Medical 
Association concur in this resolution. 


Resoiution on Reconsideration of Report of Special 
Committee on Federal Medical Services 


Dr. J. Wallace Hurff, New Jersey, introduced the following 
resolution, which was referred to the Reference Committee on 
Insurance and Medical Service: 

WHEREAS, The House of Delegates of the American Medical Association, 
having considered the report of the Special Committee on Federal Medical 
Services, failed to take positive action as recommended in that said 
report; and 

WuerEAs, It is imperative that the American Medical Association 
establish a definitive policy for the care of veterans of our Armed Forces 
which will include the scope of government responsibility to the veteran 
and his family; therefore be it 

Resolved, That the House of Delegates of the American Medical Asso- 
ciation reconsider the report of the Special Committee on Federal Medical] 
Services—Dr. Walter B. Martin, Chairman—for the purpose of establish- 
ing a definite policy. 


Resolutions on Diminution of Medical Services by the 
United States Veterans Administration 
Dr. H. H. Bauckus, New York, presented the following 
resolutions, which were referred to the Reference Committee 
on Insurance and Medical Service: 
WHEREAS, It becomes increasingly apparent that the federal budget 
should be balanced; and 


Wuereas, Recent reductions in the budget of the Veterans Administ. a- 
tion have resulted in a decrease of the number of hospital beds and out- 
Patient facilities available for the care of the veterans; and. 


WHEREAS, These decreased facilities have resulted in lessened care {o, 
veterans without regard to whether the disability is Service-connected or 
non-service-connected; and 

Wuereas, This is to the detriment of veterans with Service-connecteg 
disabilities who should have every available care in accordance with the 
intent of the law as well as the wishes and desires of the American 
people; therefore be it 


Resolved, That the House of Delegates of the American Medicaj Associ. 
ation urge that the Veterans Administration be required by law to restrict 
any reduction in the medical care of veterans to veterans who have nop. 
service-connected disabilities, except in cases of prolonged illnesses Such 
as tuberculosis and psychiatric conditions, and in proven hardship cases 
where local facilities are not available; and be it further 

Resolved, That copies of this resolution be transmitted to the members 
of the United States Senate Committee on Labor and Public Welfare, i 
the members of the House of Representatives Committee on Veterans’ 
Affairs, to Hon. Carl R. Gray Jr., Administrator of the United States 
Veterans Administration, and to Admiral Joel T. Boone, Chief Medical 
Director of the United States Veterans Administration. 


Resolutions on Medical and Hospital Benefits for Veterans, 
Government Personnel, and Their Dependents 


Dr. George A. Woodhouse, Ohio, introduced the following 
resolutions, which were referred to the Reference Committee 
on Insurance and Medical Service: 


WHEREAS, There is now pending before the Congress proposals to modify 
the present law relating to medical and hospital benefits for veterans; and 


WHEREAS, Congress also has under consideration measures Pertaining 
to the furnishing of medical and hospital care for the dependents of 
military and other government personnel; and 

WHEREAS, These questions are of major importance to all parties directly 
concerned and to the nation as a whole; therefore be it 


Resolved, That the Amervican Medical Association should, as soon as 
possible, establish definite policies regarding the attitude of the medical 
profession on these issues, in order that members of the Congress may be 
advised of the views of the medical profession on these questions; and 
be it further 


Resolved, That the American Medical Association take into considera- 
tion the following recommendations in formulating policies on these y.tal 
subjects: 

1. Vetcrans, the same as all other citizens, are entitled to adequate 
medical and hospital care of the highest quality. 

2. Ex-service men and women whose disabilities are the direct resu't 
of military service should be provided with such care at the expense of the 
Federal Government through the facilities of the Veterans Administration. 

3. Ex-service men and women whose disabilities are of non-service- 
connected origin, and who cannot themselves meet the cost of necessary 
medical and hospital care, should be provided with such care at public 
expense but such care should be supplied through regular state and local 
agencies established for such purposes. 

4. The dependents of military personnel and civilian employees of the 
armed forces, the same as all other citizens, are entitled to adequate 
medical and hospital care of the highest quality. 

5. Such dependents and civilian employees should be cared for by 
medical officers of the armed forces only in cases of emergency or in 
military areas where proper and adequate services cannot be supplied by 
civilian physicians and adequate hospital services cannot be furnished 
by civilian hospitals. 

6. Such dependents and civilian employees who cannot themselves 
meet the costs of necessary medical and hospital care, or who do not 
have benefits provided by voluntary medical and hospital insurance pro- 
grams, should be provided with such care at public expense. Care 
furnished to them at public expense should be supplied through regular 
State and local agencies established for such purposes. 

7. Physicians should be encouraged to discuss with the members of the 
armed forces and their families their economic status and should 
endeavor to work out with them a financial arrangement which would 
not impose a hardship on such families, even to the extent of providing 
services without reimbursement should that be necessary. 


Resolution on Medical and Hospital Care of Veterans by 
the Federal Government 


Dr. Raymond M. McKeown, Oregon, introduced the follow- 
ing resolution, which was referred to the Reference Committee 
on Insurance and Medical Service: 


WHEREAS, The American Medical Association is in complete agreement 
with the great majority of the American people that veterans who have 
disabilities resulting from service to our country should be assured by 
the Federal Government of adequate disability compensation and the 
highest type of medical and hospital care; and 

WHEREAS, The American Medical Association recognizes that some 
veterans have impaired earning capacity because of service-connected 
disabilities and are unable to provide hospital and medical service for 
diseases or injuries not related to their military service from their ow? 
resources; and 

Wuereas, Existing federal veterans legislation authorizes the Veterans 
Administration to provide medical and hospital service to veterans for 
non-service-connected disabilities if beds are available and the veteran 
affirms that he is unable to pay for these services; and 
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Wuereas, This legislation contains no definition of ability to pay in 
terms of the veteran’s income and requires no determination of his 
economic status; and 

Wuereas, Under present law and administrative practice, medical and 
hospital services for non-service-connected disabilities are supplied to 
veterans without regard to their ability to provide these services from their 
own resources; and 

Wuereas, Under present and prospective world conditions, it appears 
likely that a very large portion of all able-bodied citizens of military age 
will be called on for service in the armed forces; and 

Wuereas, This large body of citizens, in discharging this duty of citizen- 
ship, will become “war veterans”’ and, under existing law and administra- 
tive practice, will be eligible to receive medical and hospital services from 
the Federal Government for diseases and injuries not connected with their 
military service; and 

Wuereas, Unless present law and administrative practice are changed, 
this tremendous increase in the number of veteran beneficiaries will result 
in a vast expansion of Veterans Administration facilities and personnel and 
the establishment of a federal socialized medical and hospital system 
for a large segment of our citizenry, which will ultimately destroy our 
present voluntary system of civilian medical and hospital care; and 


WuereEAs, The American peopie and the Congress of the United States 
have clearly indicated their disapproval of the socialization of the nation’s 
medical and hospital service under a federal system of compulsory health 
insurance; and 

WuereAs, The great majority of our citizens who are called on for 
military duty are in the young and able-bodied age group and return to 
civil life with their earning capacity unimpaired and in many cases 
increased by vocational training received from the Federal Government 
during or following their period of service; and 


Wuereas, Most of these citizens are fully capable of providing care for 
non-service-connected diseases and injuries from their Own resources, 
especially by participation in one of the many voluntary prepayment 
medical and hospital service and indemnity plans now available to our 
people; therefore be it 


Resolved, That the House of Delegates authorize and direct the Board 
of Trustees and the Committee on Legislation to seek to obtain the 
amendment of existing federal veterans legislation: 


1. To limit the provision of medical and hospital care to (a) veterans 
with service-connected disabilities, tuberculosis, and neuropsychiatric dis- 
orders, (b) veterans with non-service-connected disabilities who are unable 
to provide care for such disabilities from their own resources because 
their earning capacity is impaired by service-connected disabilities, and 
(c) veterans with non-service-connected disabilities who for any other 
reason are unable to provide care for such disabilities from their own 
resources; 

2. To provide a specific definition of “ability to pay” in terms of “the 
taxable income” of the veteran as determined for federal income tax 
purposes; and 

3. To require the Veterans Administration to apply this definite standard 
of “ability to pay” to all applicants for medical and hospital care for non- 
service-connected disabilities. 


Resolution on Treatment of Non-Service-Connected 
Disabilities by Veterans Administration 


Dr. Robert B. Homan Jr., Texas, presented the following 
resolution, which was referred to the Reference Committee on 
Insurance and Medical Service: 


Wuereas, A great many of the patients being treated at taxpayers’ 
expense in Veterans’ Administration hospitals are being treated for non- 
service-connected disabilities; and 


WuerEAs, Undoubtedly many of these patients are able to pay for their 
medical care or, if indigent, can be provided such care at less cost by 
local communities; and 


WHEREAS, The Special Committee on Federal Medical Services, appointed 
by the Board of Trustees of the American Medical Association, recom- 
mended to the American Medical Association House of Delegates in Den- 
ver, December 2, 1952, that it go on record as opposing the care of 
non-service-connected disabilities in Veterans Administration hospitals; and 


WuereEas, The Booz, Allen and Hamilton survey recommends that Con- 
gress look into this problem of federal care via the Veterans Adminis- 
tration of non-service-connected disabilities; and 


WHEREAS, The Hoover Commission and other independent agencies have 
called attention to the extravagant building program of the Veterans Ad- 
ministration, the careless expenditure of funds in government hospitals, and 
the wasteful use of medical and nursing talent in these institutions; and 


Wuereas, An elected representative of the American Legion, speaking 
before the American Medical Association House of Delegates in Denver 
in December, 1952, denounced those ‘“‘chiselers’” who are bringing the 
medical services of the Veterans Administration into disrepute with the tax- 
Payers, both lay and physician; and 


Wuereas, The House of Delegates of the American Medical Association 
has resolved, with admirable restraint, to await the outcome of a proposed 
conference of the appropriate committees of Congress, the Veterans Ad- 
ministration, the American Legion, the American Hospital Association, 
the American Dental Association, and the American Medical Association 
before adopting the recommendations of the Special Committee on Federal 
Medical Services; therefore be it 
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Resolved, That the proper councils and committees of the American 
Medical Association take the necessary steps which will correct existing 
evils that are permissible by the present existing laws and, if necessary, 
support new legislation to correct this evil. 


Report of Reference Committee on Insurance and 
Medical Service 


The report of the Reference Committee on Insurance and 
Medical Service regarding the foregoing seven resolutions, 
which were referred to that committee, will be found on page 
733 of THE JourNaL for June 20, 1953. 


Resolutions on Public Criticism of Physicians 


The following 11 resolutions dealing with the same subject 
were introduced by (1) Drs. J. Lafe Ludwig, California, (2) 
Louis M. Orr II, Florida, (3) Harlan English, Illinois, (4) 
George A. Earl, Minnesota, (5) J. Stanley Kenney, New York, 
(6) James Stevenson, Oklahoma, (7) James Z. Appel, Pennsyl- 
vania, (8) Robert B. Homan Jr., Texas, (9) and (10) Frank J. 
Holroyd, West Virginia, and (11) William D. Stovall, Wis- 
consin, and were referred to the Reference Committee on 
Legislation and Public Relations: 


(1) Resolution on Public Relations 


WHEREAS, The American College of Surgeons, through its paid spokes- 
men and through various of its Regents and other officers, has been con- 
ducting through the pages of the public press and other media a campaign 
of destructive criticism of medicine in general by implying that all ghost 
surgery, unnecessary or incompetent surgery is being performed by physi- 
cians other than those who are Fellows of the American College of Sur- 
geons or Diplomates of the American Board of Surgery; and 

WHEREAS, The dignity of the profession and the confidence of the public 
in the medical profession has suffered immeasurably because of the intem- 
perate and unfounded accusations of these individuals; now therefore be it 

Resolved, That this House of Delegates censure the actions of these 
individuals; and be it further 

Resolved, That the American College of Surgeons and its spokesmen be 
reminded, in the public interest, that there already exist adequate methods 
for correction of such alleged abuses through the constituted channels of 
the American Medical Association and its component societies. 


(2) Resolutions on Paul R. Hawley, F.A.C.S. 


Whereas, Over the past few years it has been the avowed desire of the 
American Medical Association and its component societies to promote a 
policy of improved public relations; and 

Wuereas, This policy has been, through the efforts of specific com- 
mittees and individual members, attended with a remarkable degree of 
success; and 

Wuereas, This state of favorable public relations has been alluded to 
as the greatest bulwark against the advent of socialized medicine; and 

WHEREAS, The greatest blow to this policy on public relations and a 
consummate and open violation of the code of medical ethics has been 
accomplished through the public utterances of a member of the American 
Medical Association in regard to splitting of fees, unnecessary surgery, 
and ghost surgery, namely, Dr. Paul R. Hawley, and this undesirable effect 
has been fostered by the equally public affirmation of another member of 
the American Medical Association, namely, Dr. Evarts Graham; and 

Wuereas, This unfortunate publicity has created distrust of and has 
lowered public confidence in physicians generally; therefore be it 

Resolved, By the Florida Medical Association that such methods of 
attacking the problem of unethical practices are unsound and are opposed 
to the best interests of the public and the medical profession; and be it 
further 

Resolved, That a copy of this resolution be spread upon the minutes of 
the Florida Medical Association, and that a copy be sent to the Chair- 
man of the Board of Regents of the American College of Surgeons; and 
be it further 

Resolved, That this resolution be carried to the floor of the House of 
Delegates of the American Medical Association by the delegates of the 
Florida Medical Association so that it can be given proper consideration 
and appropriate action. 


(3) Resolution on Dr. Paul R. Hawley 


Wuereas, Dr. Paul R. Hawiey, the Director of the American College of 
Surgeons, who lists his address as 40 East Erie Street, Chicago, Illinois, 
a service member of the Ameriean Medical Association, recently was 
invited by the editors of the U. S. News and World Report, a lay maga- 
zine of national circulation and distribution, to their conference room, 
where there took place a certain interview appearing in the February 20, 
1953, issue on pages 48 to 55, both inclusive, a true and correct copy of 
which interview is quoted below, and it appears that said interview con- 
sisted of many questions propounded to and answered by Dr. Hawley, on 
a variety of subjects touching the medical profession and the conduct of 
its members, some excerpts of which are as follows: 

Q: Is it your contention, Dr. Hawley, that fee splitting among doctors is 

wrong? 

A: Fee splitting . . . results in a lot of bad surgery and a terrible 

lot of unnecessary surgery . . . 
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Q: Does this ghost surgeon work by an x-ray? How does he know 
where to cut? 

A: Of course, he can have anything he may need for the operation but 
nine times out of ten, no. He just takes the word of the doctor 
who tells him what he thinks is wrong. 


Q: He is like a butcher? 

A: A meat cutter. One of my friends likes to call them hewers of flesh 
and drawers of blood. 

Q: Is there any tendency toward abuse in those things? (Referring to 
fees in sickness funds) 

A: On a wide scale, no; in isolated spots, yes. I don’t know whether 
you have noticed it out in California or not there have 
been 200 doctors out there who have been chiseling on the Blue 
Shield Fund 

Q: Isn’t all this crusading against unethical practices in medicine going 


to undermine public confidence in physicians? 

A: Yes, there is that definite reaction to expect. . . . My only answer 
to that would be that the profession has brought it on them- 
Selves . . 

WHEREAS, It appears that the answers of Dr. Hawley in said interview 
contain misstatements and distortions of fact, unfounded and uncorrobo- 
rated charges, platitudes, innuendoes, and generalizations with implications 
of a pernicious and unsavory nature, individual and collective self-lauda- 
tion of grandiose proportions and scurrilous and derogatory remarks 
tending to bring the medical profession in disrepute and to make it sub- 
ject to public suspicion, ridicule, and scorn; and 

WHereas, In an “unprecedented meeting” of the Board of Regents of 
the American College of Surgeons, as reported in newspapers with national 
and international coverage on or about September 25, 1952, the Regents 
asked the aid of newspapers—not of medical associations and forums—in 
educating the public to certain evils, four of the members being directly 
quoted on the subject, and the same idea with unqualified amplifications 
and ramifications was echoed by Dr. Hawley in his interview above 
teferred to; and 

Wuereas, It further appears that Dr. Hawley in said interview, when 
asked about the selection of a doctor, replied “. if I had any choice, 
é I would not allow anybody to go into my belly who was not a 
member of the American College of Surgeons or a diplomate of the 
American Board of Surgeons,”’ that he volunteered the statement that 
“We in the College of Surgeons investigate all possible unethical practice 
—unnecessary surgery, ghost surgery, fee splitting . . .”, that when 
questions, “If a hospital has your certificate on the wall, would it be 
likely to do this type of surgery” (referring to ghost surgery), Dr. Hawley 
replied, “Oh, no. But we have given up our own certification!” and it 
appears that all of said answers were self-laudations which “defy the 
traditions and lower the moral standards of the medical profession”’ and 
were deliberately designed to promote and clevate the American College 
of Surgeons at the expense of all in the medical profession who are not 
members of said College, and that in view of these public pronouncements 
and others of a similar vein, there exists a serious doubt as to whether 
the American College of Surgeons, whose representatives sit on the Board 
for accrediting hospitals, can render an impartial and unbiased report in 
the performance of their duties; and 

WuereEas, The American Medical Association is the supreme voice and 
authority in all matters pertaining to and affecting the medical profession; 
and all other constituent organizations, being a part of the whole, cannot 
be greater than the whole, the American College of Surgeons, through its 
director and regents, has attempted to arrogate unto itself vast powers 
which it does not possess and has held itself out as the palladium of 
medical virtue, it would be catastrophic were other organizations within 
the American Medical Association, seeing this precedent of unbridled and 
unlicensed newspaper and magazine comments go unchallenged, to issue 
criminations and recriminations in airing of medical problems through the 
medium of lay publications: as a consequence of which there would be 
chaos and confusion of voices and as a resultant the further undermining 
of public confidence in the medical profession, and it is therefore neces- 
sary that a thorough inquiry and review be made of this entire situation, 
a policy formulated and established and remedial measures adopted; there- 
fore be it 

Resolved, That the delegates of the Illinois State Medical Society present 
this report of conditions in its entirety to the House of Delegates of the 
American Medical Association for inquiry, review, remedial measures, 
and disciplinary action at the earliest possible date. 


(4) Resolutions on Public Criticism of Physicians 

WHEREAS, It is agreed that public criticism of one physician by another 
is a violation of the Principles of Medical Ethics of the American Medical 
Association; and 

WuHerEAS, In recent months nationwide publicity has been given to intra- 
professional criticism; and 

WHEREAS, Public statements have tended to extol one branch of medical 
practice and disparage another; and 

Whereas, These statements are considered inimical and unbecoming to 
the dignity of the profession; and : 

WHEREAS, These statements tend to undermine and destroy public con- 
fidence in all branches of medicine; therefore be it 

Resolved, That the delegates of the Minnesota State Medical Association 
condemn such statements and direct that its delegates to the American 
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Medical Association bring this matter before the House of Delegates of 
the American Medical Association, convening in New York in June, 1953: 
and be it further j Wi 


Resolved, That the delegates of the Minnesota State Medical Association -_ 
to the American Medical Association try to curb such irresponsible actions on 
in the future. =“ 

cian 
WH 
(5) Resolutions on Ethical Relationships Between Physicians sough 

WHEREAS, Many physicians in general practice realize that ill-advised — 
and misleading news releases or statements can do infinitely more harm — 
to an understanding between doctors of medicine and the American public se 
than can be corrected by years of patient, thoughtful, and considereg allied 
effort; be it strive 

Resolved, That the American Medical Association consider some means ree 
of controlling public expressions of its members which are (1) beneath » 
the dignity doctors strive to attain for their profession, and/or (2) inclined Bes 
or intended to cast aspersions upon, arouse suspicion against, or under. ciatio 
mine the public confidence in any particular group within the medical and ¢ 
profession; and be it further Res 

Resolved, That the American Medical Association shall resist attempts ae 
by any group, or a spokesman for any group, to impugn the judgment of attacl 
the general practitioner or other qualified doctor of medicine, in per- Re: 
forming any service for which he is qualified; and be it further ment 

Resolved, That the American Medical Association devise a method by of th 
which itemized joint or combined bills, covering the professional services ratio 
of several doctors in respect of a single case, may be rendered to a and | 
patient or his legally authorized agent by one doctor, acting for himself the A 
and those doctors who may be associated with him in treating the single 
case. 

(6) Resolutions on Statements by Dr. Paul R. Hawley, Wi 
Executive Director, American College of Surgeons Sure¢ 

Wuereas, Members of the Oklahoma State Medical Association realize a 
that ill-advised, unfounded, false, misleading, and vitriolic news releases Repo 
Or statements, such as were recently made in the lay press by Paul R. confe 
Hawley, M.D., Executive Director of the American College of Surgeons, in th 
and endorsed by the governing board of the American College of Sur- and | 
geons, have done infinitely more harm to an understanding between doctors said 
of medicine and the American public than can be corrected by years of by C 
patient, thoughtful, and well considered effort; and and 

Wuereas, The Oklahoma State Medical Association steadfastly and sin- q 
cerely believes in the basic honor, both personal and professional, of the 
medical doctors of the United States; and “s 

WHEREAS, The Oklahoma State Medical Association believes the task 
of solving this situation can only be accomplished by and through the “( 
American Medical Association; now therefore be it 

Resolved, That the American Medical Association be asked to contact “h 
immediately the American College of Surgeons or any other medical 
Organization to prevent the reourrence of such statements of official rep- 
resentatives of the American College of Surgeons, or any other medical “( 
organization, that are uncthical and tend to destroy the confidence of the «, 
public at large in all physicians; and be it further 

Resolved, That the Oklahoma State Medical Association invites the “ 
American College of Surgeons to submit to it any documentary evidence 
it has concerning the unethical practices of any physician who is a mem- “, 


ber of the Oklahoma State Medical Association; and be it further 

Resolved, That the American Medical Association be asked to continue 
to resist attempts by any group or spokesman for any group to impugn the 
judgment of any qualified doctor of medicine in performing any services 4 
for which he is qualified; and be it further 

Resolved, That a copy of this resolution be forwarded io the American d 
Medical Association and the American College of Surgeons. 


(7) Resolutions on Dr. Hawley M 

Wuereas, The Lackawanna County Medical Society, a component part pe 
of the Medical Society of the State of Pennsylvania, and the American of ; 
Medical Association, the parent body of organized American medicine, is tion 
disturbed by the disservice caused by the interview of the director of the ten 
American College of Surgeons in the lay press dealing in unethical medi- ject 
cal practice; and V 
Wuereas, This interview with the press has tended to cast a cloak of the 
distrust, fear, and suspicion upon all practitioners of medicine and Ameri- and 
can hospitals; and 
Wuereas, The director of the American College of Surgeons could have ad 
officially registered complaints of unethical medical practice to the proper ond 
committee or committees of the American Medical Association where refi 
controversies of this nature are ordinarily debated instead of through the \ 
pubiic press; and oak 
WuereEas, His statements discrediting the mutual relationship existing ay 
between physician-surgeon and hospital-patient do not serve in the best me 
interests of the American public, the American hospitals, and American An 
medicine; therefore be it 
Resolved, That the Lackawanna County Medical Society gives full = 
endorsement to the statements made by Dr. Edward McCormick of the tio 
American Medical Association, in answer to the director of the American to 


College of Surgeons; and be it further 
Resolved, That a copy of this resolution be forwarded to the House of 
Delegates of the American Medical Association. 
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(8) Resolutions on Statements for Publication 


WHEREAS, Certain spokesmen for an allied medical organization and 
certain physicians who have written articles have in recent months made 
statements for publication that would tend to divide the doctors into 
warring groups and undermine the confidence of the public in the physi- 
cian of their choice; and 

WuerEAS, The support of newspapers and magazines has been openly 
sought by these groups in fighting an alleged evil, instead of the usual 
courses open to them through the Offices of the parent organization, 
namely, the American Medical Association; and 

Wuereas, Many of the statements of these spokesmen for some of the 
allied medical organizations are (A) beneath the dignity that doctors 
strive to attain for their profession, and (B) inclined or intended to cast 
aspersions on, arouse suspicions against, or undermine the public confi- 
dence in any particular group within the medical profession; therefore be it 

Resolved, That the House of Delegates of the American Medical Asso- 
ciation go on record as being opposed to this serious breach of etiquette 
and of ethics; and be it further 

Resolved, That the Judicial Council be instructed to take the necessary 
steps to discipline the offenders or prevent the recurrence of unwarranted 
attack of one group of physicians by another; and be it further 

Resolved, That the Judicial Council take the necessary action to imple- 
ment a reasonable regulatory procedure which would prevent recurrence 
of these unfortunate articles in the lay press, and to incorporate a press, 
radio, and television code at the national level with authority to regulate 
and pass on medical press, radio, and television releases by members of 
the American Medical Association. 


(9) Resolutions on Dr. Hawley, F.A.C.S. 


Wuereas, Dr. Paul R. Hawley, the Director of the American College of 
Surgeons, who lists his address as 40 East Erie Street, Chicago, Illinois, 
a general practitioner and not a member of the American Medical Asso- 
ciation, recently was invited by the editors of the U. S. News and World 
Report, a lay magazine of national circulation and distribution, to their 
conference room, where there took place a certain interview appearing 
in the February 20, 1953, issue on pages 48 to 55, both inclusive, a true 
and correct copy of which interview is quoted below, and it appears that 
said interview consisted of many questions propounded to and answered 
by Dr. Hawley, on a variety of subjects touching the medical profession 
and the conduct of its members, some excerpts of which are as follows: 


“Q. It is your contention, Dr. Hawley, that fee splitting among doctors 
is wrong?” 

“A. Fee splitting . . . results in a lot of bad surgery and a terrible 
lot of unnecessary surgery en 

“Q. Does this ghost surgeon work by an x-ray? How does he know 
about where to cut?” 

“A. Of course, he can have anything he may need for the operation, 
but nine times out of ten, no. He just takes the word of the 
doctor who tells him what he thinks is wrong.” 


“Q. He is like a butcher.” 


“A, A meat cutter. One of my friends likes to call them hewers of 
flesh and drawers of blood.” 


“Q. Is there any tendency toward abuse in those things? (Referring to 
fees in sickness funds)”’ 

“A. On a wide scale, no, in isolated spots, yes. I don’t know whether 
you have noticed it out in California or not . . . there have 
been 200 doctors out there who have been chiseling on the Blue 
Shield Fund .. .” 

“Q. Isn’t all this crusading against unethical practices in medicine going 
to undermine public confidence in physicians?” 

“A. Yes, there is that definite reaction to expect. . . . My only 
answer to that would be that the profession has brought it on 
themselves . . .”; and 


WHEREAS, It appears that the answers of Dr. Hawley in said interview 
contain misstatements and distortions of fact, unfounded and uncorrobo- 
rated charges, platitudes, innuendoes, and generalizations with implications 
of a pernicious and unsavory nature, individual and collective self-kauda- 
tion of grandiose proportions, and scurrilous and derogatory remarks 
tending to bring the medical profession in disrepute and to make it sub- 
ject to public suspicion, ridicule, and scorn; and 

Wuereas, In an “unprecedented meeting” of the Board of Regents of 
the American College of Surgeons, as reported in newspapers with national 
and international coverage on or about September 25, 1952, the regents 
asked the aid of newspapers, not of medical associations and forums, in 
educating the public to certain evils, four of the members being directly 
quoted on the subject, and the same ideas with unqualified amplifications 
and ramifications were echoed by Dr. Hawley in his interview above 
referred to; and 

WHEREAS, It further appears that Dr. Hawley in said interview, when 
asked about the selection of a doctor, replied “. if I had any choice 

| would not allow anybody to go into my belly who was not a 
member of the American College of Surgeons or a diplomate of the 
American Board of Surgery”; that he volnnteered the statement that 
“We in the College of Surgeons investigate all possible unethical practice, 
unnecessary surgery, ghost surgery, fee splitting .”; that when ques- 
lioned, “If a hospital has your certificate on the wall, would it be likely 
‘o do this type of surgery” (referring to ghost surgery), Dr. Hawley 
replied, “Oh, no. But we have given up our own certification,” and it 
appears that all of said answers were seif-laudations which “defy the 
‘taditions and lower the moral standard of the medical profession” and 


PROCEEDINGS OF THE NEW YORK MEETING 841 


were deliberately designed to promote and elevate the American College 
of Surgeons at the expense of all in the medical profession who are not 
members of said College, and that in view of these public pronounce- 
ments and others of a similar vein, there exists a serious doubt as to 
whether the American College of Surgeons, whose representatives sit on 
the boards for accrediting hospitals, can render an impartial and unbiased 
report in the performance of their duties; and 

Wuenreas, The American Medical Association is the supreme voice and 
authority in all matters pertaining to and affecting the medical profession 
and all other constituent organizations, being a part of the whole, cannot 
be greater than the whole, the American College of Surgeons, through its 
director and regents, has attempted to arrogate unto itself vast powers 
which it does not possess and has held itself out as the palladium of 
medical virtue, it would be catastrophic were other organizations within 
the American Medical Association, seeing this precedent of unbridled 
and unlicensed newspaper and magazine comments go unchallenged, to 
issue criminations and recriminations in airing of medical problems through 
the medium of lay publications, as a consequence of which there would 
be chaos and confusion of voices and as a resultant the further under- 
mining of public confidence in the medical profession; and it is therefore 
necessary that a thorough inquiry and review be made of this entire 
situation, a policy formulated and established and remedial measures 
adopted; now therefore be it 

Resolved, That the Congress of Delegates of the American Academy of 
General Practice recommends that the above conditions in the medical 
profession be presented to the various state chapters of the American 
Academy of General Practice. The West Virginia Chapter of the Ameri- 
can Academy of General Practice urges its members to present to their 
respective county medical societies the above report with a request for a 
thorough inquiry, review, and remedial action at the earliest date; and 
be it further 

Resolved, That the Congress of Delegates of the American Academy of 
General Practice and the Board of Directors of the West Virginia Chapter, 
recommends that the above report be transmitted in its entirety to the 
official West Virginia delegates of the American Medical Association at 
the earliest possible date for the institution of disciplinary action. 


(10) Resolution on Controlling Public Expressions of 
Members 


WHEREAS, The American Academy of General Practice realizes that ill- 
advised, unfounded, false, misleading and vitriolic news releases or state- 
ments, such as the recent interview published in the magazine U. S. News 
and World Report by one who takes it upon himself to assume the role 
of spokesman for an honored and respected medical organization, can do 
infinitely more harm to an understanding between doctors of medicine and 
the American public than can be corrected by years of patient, thoughtful 
and even considered effort; and 

WHEREAS, The American Academy of General Practice and the West 
Virginia Chapter, like all other organized groups of doctors, respects its 
position as a subsidiary or constituent of the parent organization of all 
medical doctors in the United States, viz., the American Medical Asso- 
ciation; and 

WHEREAS, The American Academy of General Practice and the West 
Virginia Chapter seek to take any steps necessary to assist in effecting a 
peaceful unanimity, rather than a cacophonous division, within the ranks 
of American doctors; and 

WHEREAS, The West Virginia Chapter of the American Academy of 
General Practice firmly, steadfastly, and sincerely believes in the basic 
honor, both personal and professional, of the medical doctors of the 
United States; and 

WHEREAS, The general practitioners of America neither have nor desire 
to have a quarrel with any group of medical specialists, because among 
the specialty groups are many respected, honest, and skillful men whom 
we summon for counsel and help; and 

WHEREAS, The American Academy of General Practice believes that the 
recent unsavory pseudo-exposé by the Director of the American College 
of Surgeons forces on the medical doctors of America an urgent necessity 
for the settlement of certain basic issues to prevent future assaults on the 
honor, integrity, and professional standing of general practitioners and 
the entire medical profession; and 

WHEREAS, The American Academy of General Practice believes this task 
can only be accomplished by and through the American Medical Asso- 
ciation; therefore be it 

Resolved, That 1. The American Medical Association be asked to con- 
sider some means of controlling public expressions of its members which 
are (a) beneath the dignity doctors strive to attain for their profession, 
(b) inclined or intended to cast aspersions on, arouse suspicion against, 
Or undermine the public confidence in any particular group within the 
medical profession, and (c) possible acts or attempts to gain unfairly 
preference for any one portion of group of doctors above another, because 
each group of doctors has its service to perform within the economy 
of medical practice, and such acts are too often the product of selfish 
motives. (See Chapter III, Article I, Sections 1 and 4, Principles of 
Medical Ethics); 

2. The American Medical Association be asked to resist attempts by 
any group, or by a spokesman for any group, to impugn the judgment 
of the general practitioner or other qualified doctor of medicine, in per- 
forming any service for which he is qualified; 

3. The American Medical Association be asked to define explicitly a 
method by which joint or combined bills, covering the professional services 
of several doctors in respect of a single case, may be rendered to a 
patient or his legally authorized agent, or the insurance company for 
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the patient, by one doctor, acting for himself and those other doctors 
who may be associated with him in treating the single case; 


4. The American Medical Association be asked to distribute and dissemi- 
Nate actively and thoroughly to the American people information as to 
the attitude of the doctors in opposition to exorbitant fees, unnecessary 
surgery, ghost surgery, split fees, commissions, and referral fees but, at 
the same time, to do all in its power to reassure the public that, although 
a single infraction of medical ethics is serious, still, such unethical prac- 
tices are the exception rather than the rule, and that the doctors will 
make every effort to eliminate such unethical conduct as may exist; 


5. The American Medical Association be enjoined to disclose more 
adequately through its public relations media the functions of a medical 
doctor, expand the understanding of uninformed people of doctor-patient 
relationships and ethics, and take steps to strengthen any programs for 
improvement of the understanding by doctors of doctor-patient relation- 
ships; and be it further 


Resolved, That 1. A copy of these resolutions be forwarded to the West 
Virginia delegates of the American Medical Association and that said 
officers be requested to refer them to the appropriate committees, com- 
missions, or councils of such Association for study and action; 2. The 
officers of the American Medical Association be respectfully requested to 
advise the president of the West Virginia Academy of General Practice 
in respect to the disposition and action taken, after due consideration by 
the American Medical Association; and 3. The president of the West 
Virginia Academy of General Practice shall report to the West Virginia 
Academy of General Practice, at its next annual meeting, what shall have 
occurred in respect hereto. 


(11) Resolution on Medical Ethics 


WHEREAS, It has become the practice of some organizations of various 
groups within the profession of medicine to state and interpret codes of 
professional ethics; and 


WHEREAS, Such practice tends to develop statements in different word- 
ing, leading to varying interpretations; now therefore be it 


Resolved, That the Principles of Medical Ethics as stated, interpreted, 
and applied by the American Medical Association shall be considered as 
the only fundamental and controlling application of ethics to this pro- 
fession, and any statement by organizations within the general profession 
of medicine be considered by the members of the American Medical 
Association as advancing only views of a particular group and as without 
official sanction of the entire profession as represented by the American 
Medical Association. 


REPORT OF REFERENCE COMMITTEE ON LEGISLATION AND 
PUBLIC RELATIONS 

Dr. George S. Klump, Chairman, presented the following 
report, which was adopted: 

The 11 resolutions dealing with publicity regarding unethical 
conduct of physicians were considered conjointly. The resolu- 
tions were introduced by Drs. Ludwig of California, Orr of 
Florida, English of Illinois, Earl of Minnesota, Kenney of 
New York, Stevenson of Oklahoma, Appel of Pennsylvania, 
Copeland of Texas, Holroyd of West Virginia (2) and Stovall 
of Wisconsin. 

These resolutions were stimulated by recent newspaper and 
magazine articles reporting statements attributed to an official 
spokesman of an allied medical organization. The members of 
this organization are also members of the American Medical 
Association. Recognizing the importance of the general prob- 
lem involved and the proper interest of the public as well as 
that of the profession, your reference committee devoted a 
major portion of its open hearing to matters contained in 
these resolutions. All of them were carefully studied. Your 
committee recommends no action on these resolutions but 
instead that the House give careful objective consideration to 
the ethical problem involved. The principal emphasis of these 
11 resolutions may be summarized by the following statement 
patterned after the resolution introduced by the delegate from 
Wisconsin: 

The Principles of Medical Ethics as formulated, interpreted, and applied 
by the American Medical Association must be considered the only funda- 
mental and controlling application of ethics for the entire profession. 
Any statement relating to ethical matters by other organizations within 
‘the general profession of medicine advance views of only a particular 


group and is without official sanction of the entire profession as repre- 
sented by the American Medical Association. 


Two of the 11 resolutions request, among other things, the 
development of an approved method for joint billing. In 
addition, the committee received for information the Revised 
Statement of the Principles of Medical Ethics approved by 
the Executive Council of the Iowa State Medical Society on 
Jan. 9, 1953. It is the opinion of your committee that matters 
of this nature should first be studied by the Judicial Council. 


J.A.M.A., June 27, 1953 


Your committee calls the attention of the House to the cy. 
rent opinion of the Judicial Council regarding the matters of 
fee splitting and methods of billing published in Tue JOURNAL 
for Dec. 27, 1952. 

Your reference committee believes that the harm done tg 
the public and to the profession by the current articles which 
lower the confidence patients have in their doctors cannot be 
objectively evaluated. This highlights the fact that, when jp. 
dividuals or groups without official status in the American 
Medical Association utter or publish ill-considered statements 
the result too often is that the confidence of the public in the 
medical profession is placed in jeopardy. 

Your reference committee believes that the members of the 
House of Delegates have demonstrated their devotion over 
the years to the principles of American democracy. This 
devotion includes the right of free speech. With this, your 
committee agrees unqualifiedly. 

Broad generalization, ill-advised and poorly prepared state. 
ments that often fail to convey the intended meaning are most 
unfortunate and are to be deplored. Destructive critical com. 
ments serve no useful purpose. Your committee has the ut- 
most confidence that the great majority of our members are 
entirely capable of avoiding these pitfalls without additional 
advice from this committee. 

Your reference committee claims no originality in stating 
an opinion often expressed by official spokesmen for the 
American Medical Association that some doctors of medicine 
violate the Principles of Medical Ethics. The committee be- 
lieves that this involves relatively few physicians and that the 
geographical distribution is spotty. Human nature being what 
it is, this will probably always be true. The method evolved 
for dealing with the problems of unethical conduct and prac- 
tices by the American Medical Association, while far short 
of perfection, is still the best and most practical means of 
correcting these abuses and safeguarding the best interests of 
the public. This method is being and will continue to be 
followed. Dr. McCormick in his Inaugural Address called on 
constituent associations to become increasingly vigilant and 
aggressive in the pursuit and correction of abuses. Many of 
his predecessors have emphasized this continued need, which 
is and always will be present, since doctors are subject to the 
same weaknesses of flesh and spirit as are other persons. 

The American Medical Association must now and in the 
future always continue to enunciate to its members and to the 
public its stand on matters pertaining to abuses and evils in 
the practice of medicine. A positive public relations program 
must be maintained pointing out the good things the members 
of the American Medical Association are doing to promote 
the public health and welfare of the citizens of this country. 


ona Oo 


Resolutions on Federal Legislation 

Dr. J. Lafe Ludwig, California, introduced the following 
resolutions, which were referred to the Reference Committee 
on Legislation and Public Relations: 
WHEREAS, Many issues and policies affecting the American people are 
being made by national law and international agreements; and 
Wuereas, The practice of medicine may be affected economically and 
in a broad scientific sense; and 
WuereEAS, The American people are always vulnerable to attempts at 
collectivism through legislative channels; and 
WuHerEAS, Our medicai societies have contained themselves too long 
and should now assume the offensive on these matters; now therefore be it 
Resolved, That this House of Delegates be alerted to this particular 
problem; and be it further 
Resolved, That this House of Delegates heartily endorses and urges 
every member of the Congress to adopt Senate Joint Resolution Number 1, 
the Bricker Resolution. 


Resolution on Bricker Resolution 

Dr. C. H. Richardson, Georgia, introduced the following 
resolution, which was referred to the Reference Committee 
on Legislation and Public Relations: 
Wuereas, The House of Delegates of the Medical Association of 
Georgia has endorsed the position of the American Medical Association 10 
forming an amendment to the Constitution of the United States which will 


provide that no treaty or executive agreement shall be made which con- 
flicts with any provision of the constitution, or which may operate (0 
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any of the purely domestic affairs of the United States, and to 


Jate 
- endorses the Bricker Resolution in the national Congress; there- 


that end 
fore be it 
Resolved, That the House of Delegates of the American Medical Asso- 
ciation further endorse this sentiment. 


Report of Reference Committee on Legislation and 
Public Relations 


Dr. George S. Klump, Chairman, presented the following 
report, which was adopted: 

Two resolutions were presented asking for the endorsement 
of the Bricker resolution, one from the Georgia delegation, 
and one from the California Medical Association. After con- 
sultation with representatives of the Committee on Legislation 
and others, your committee submits the following substitute 
resolution: 


Resolved, That the House of Delegates endorse the principles embodied 
in Senate Joint Resolution No. 1. 


This is a reaffirmation of a previous action of this House. 


Resolution on Freedom Under God 


Dr. J. Lafe Ludwig, California, introduced the following 
resolution, which was referred to the Reference Committee 
on Miscellaneous Business: 

Wuereas, Our Founding Fathers were deeply and reverently aware that 
freedom for the individual can be secured and preserved only if the 
individual recognizes and assumes responsibility for the intelligent exercise 
of that freedom; and 


Wuereas, The Declaration of Independence acknowledges the Great 
Creator as the source of all freedom; and 


Wuereas, There is grave and serious danger that in our modern society 
with its remarkable material achievements and accompanying creature 
comforts freedom may disappear through thoughtless and careless disregard 
for its origin; now therefore be it 


Resolved, That the House of Delegates of the American Medical Asso- 
ciation heartily endorses the third annual Freedom Under God Observance 
of Independence Week during the period of June 28 to July 5, as 
sponsored by Spiritual Mobilization. 


Report of Reference Committee on 
Miscellaneous Business 


Dr. Walter P. Anderton, Chairman, submitted the follow- 
ing report, which was adopted: 

Your Reference Committee on Miscellaneous Business has 
considered the resolution introduced by Dr. J. Lafe Ludwig 
for the California Medical Association entitled Freedom Under 
God. Your committee, having heard this resolution discussed, 
believes that the American Medical Association has many 
members interested in and identified with various creeds, with 
differences of opinions and beliefs. It believes that the adop- 
tion of the aforesaid resolution would establish an unwise 
precedent, and therefore recommends no action on it. 


Resolution on Today’s Health 


Dr. Louis M. Orr II, Florida, introduced the following reso- 
lution, which was referred to the Reference Committee on 
Reports of Board of Trustees and Secretary: 

WuerEAS, We are highly conscious of the potency of the physician's 
office as an integral part of sound medical public relations; and 


WHEREAS, We are of the belief that the American Medical Association's 
publication Today’s Health is designed to serve the interests of the lay 
public from the standpoint of good health information; and 


WHEREAS, We feel more physicians’ offices should have a copy of 
Today’s Health available to the physicians’ patients; now therefore be it 


Resolved, That the Florida Medical Association petition the House of 
Delegates of the American Medical Association to authorize the setting 
aside of $1.50 of the annual dues of each of the dues-paying members of 
the American Medical Association for the purpose of purchasing a 
Subscription to Today’s Health to be addressed to the office of each of 
the physicians. 


Report of Reference Committee on Reports of Board 

of Trustees and Secretary 

Dr. H. Russell Brown, Chairman, presented the following 
report, which was adopted: 

Resolution on “Today’s Health”: The adoption of this reso- 


lution would necessarily cause a large increase in the expen- 
diture of funds by the Association. In addition, other plans 
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have been proposed for a wider distribution of Today's Health. 
Therefore, your committee recommends that this resolution 
be not adopted. 


Resolution on General Practitioner Award 


Dr. Louis M. Orr Ii, Florida, presented the following reso- 
lution, which was referred to the Reference Committee on 
Reports of Board of Trustees and Secretary: 

WHerEAas, The medical profession and the nation’s medical schools are 


currently making a definite effort to encourage a revived interest in 
general practice; and 


Wuereas, There is positive evidence that during the past four or five 
years an increasing percentage of medical students plan to enter general 
Practice; and 


WuerEAS, Throughout the nation many young physicians already are 
making excellent records as general practitioners; therefore be it 


Resolved, That the American Medical Association, in its annual selec- 
tion of the General Practitioner of the Year, make a definite effort to 
give consideration to the younger physicians who are doing fine work 
as family doctors. 


Report of Reference Committee on Reports of Board 
of Trustees and Secretary 

Dr. H. Russell Brown, Chairman, submitted the following 
report, which was adopted: 

Resolution on General Practitioner Award: After careful 
consideration of this resolution, your committee believes that 
no action on it is needed, because adequate consideration is 
already being given to its objective by the Board of Trustees. 


Resolution on Department of Health, Education, 
and Welfare 


Dr. C. H. Richardson, Georgia, introduced the following 
resolution, which was referred to the Reference Committee 
on Legislation and Public Relations: 


Resolved, That the House of Delegates of the Medical Association of 
Georgia endorse the action of the House of Delegates of the American 
Medical Association in approving the action of the federal government in 
combining the Federal Security Agency into a Department of Health, 
Education and Welfare, with cabinet status. 


Report of Reference Committee on Legislation 
and Public Relations 


Dr. George S. Klump, Chairman, presented the following 
report, which was adopted: 

Dr. Richardson of Georgia introduced a resolution endors- 
ing the action of the House of Delegates of the American Med- 
ical Association and approving the action of the Federal 
government in creating a Department of Health, Education and 
Welfare, with cabinet status. The reference committee com- 
mends the Medical Association of Georgia on this action. 


Resolution on Insurance Rates in Partnerships 
Dr. Wendell C. Stover, Indiana, introduced the following 
resolution on Insurance Rates in Partnerships, which was re- 
ferred to the Reference Committee on Insurance and Medical 
Service: 


Wuereas, Information has been obtained by the headquarters office of 
the Indiana State Medical Association that certain medical malpractice 
insurance is being written on medical partnerships in which an extra 
charge is made to cover not only each of the members but also the part- 
nership on the basis that it is a separate entity the same as the individual 
members of the partnership, and that this results in requiring a partner- 
ship consisting of two members to pay a premium of three times the rate 
for which an individual physician could obtain insurance instead of two 
times the rate, although the amount of risk involved could be no greater 
than the combined risk on two individual physicians; and 

Wuereas, This method of charging premium rates results in discrimina- 
tion against physician partnership; and 

Wuereas, The American Medical Association is making a study of 
medical malpractice insurance problems; therefore be it 

Resolved, That the Indiana State Medical Association recommends and 
suggests that this method of ascertaining premium rates for insurance on 
medical partnerships be brought to the attention of the American Medical 
Association House of Delegates, and that the delegates from Indiana to 
the House of Delegates be, and hereby are, directed to present this 
resolution to the next meeting of the House of Delegates of the American 
Medical Association and urge that the Association instruct its committee 
studying malpractice insurance to take appropriate action to eliminate 
this element of discrimination in medical malpractice insurance policies. 
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Report of Reference Committee on Insurance and Medical 
Service 


Dr. Gerald V. Caughlan, Chairman, submitted the following 
report, which was adopted: 


Resolution on Insurance Rates in Partnerships: This resolu- 
tion, introduced for the Indiana State Medical Association, has 
to do with insurance rates in partnerships and describes a 
situation which deals with premium rates for malpractice 
insurance On medical partnerships. Inasmuch as the Council 
on Medical Service is at present conducting a survey regarding 
malpractice insurance, your committee recommends that this 
matter be referred to the Council on Medical Service calling 
attention to this situation. 


Resolution on Advertising of Medical Products 


Dr. Wendell C. Stover, Indiana, introduced the following 
resolutions, which were referred to the Reference Committee 
on Miscellaneous Business: 

Wuereas, The advertising of therapeutic agents in the official journals 


of the American Medical Association carries the implication of approval 
of the material by the Association; and 


WuerEAS, Every method of pramotion of any products bearing the 
seal of a council of the American Medical Association is under the 
control of the council; and 


WHEREAS, It is not difficult for advertising material to be so devised 
as to convey a somewhat different total impact from what is actually 
justified; now therefore be it 


Resolved, That the Indiana State Medical Association declares that the 
appropriate agencies of the American Medical Association should exercise 
diligent care that advertising in the official journals and that promotion 
of “approved” products should conform both in spirit and in detail with 
the actual safety and the truly established indications of the products; 
and be it further 


Resolved, That delegates from the Indiana State Medical Association 
be instructed to present this resolution to the House of Delegates of the 
American Medical Association in New York this year. 


Resolution on Magazine Trustee 


Dr. Wendell C. Stover, Indiana, presented the following 
resolutions, which were referred to the Reference Committee 
on Medical Education and Hospitais: 

WHEREAS, The American Hospital Association publishes a magazine 
entitled Trustee; and 


WHEREAS, The editorial policies of the magazine Trustee are determined 
only by representatives of the American Hospital Association; and 


WHEREAS, This magazine Trustee is distributed to administrators and 
board members of hospitals throughout the country; and 


WHEREAS, This magazine presents only the views and opinions of the 
American Hospital Association and the hospital administrators regarding 
problems of hospitals and the medical staffs of hospitals; therefore be it 


Resolved, That the House of Delegates of the American Medical 
Association go on record as recommending the establishment of a liaison 
committee with the administrators and boards of trustees of hospitals, 
setting forth the views of physicians regarding physician-hospital relation- 
ships and other information of mutual interest to physicians and hospitals; 
and be it further 

Resolved, That a copy of this resolution be forwarded to the American 
Medical Association with the request that the resolution be presented to 
the House of Delegates of the American Medical Association for its 
consideration and approval. 


Report of Reference Committee on Medical Education and 
Hospitals 

Dr. Herbert B. Wright, Chairman, submitted the following 
report, which was adopted: 

The resolution submitted by Dr. Wendell C. Stover of the 
Indiana delegation concerning the magazine Trustee as it deals 
with the physician-hospital relationship recommends that a 
liasion committee be established between the American Medical 
Association, administrators, and board of trustees of hospitals. 
It is the opinion of your reference committee that there is 
much being done on the national level along these lines and 
that further efforts could best be considered at state and local 
levels. 


Resolution on American Medical Education Foundation 

Dr. Harlan English, Illinois, introduced the following resolu- 
tion, which was referred to the Reference Committee on Med- 
ical Education and Hospitals: 
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J.A.M.A., June 27, 1953 


Wuereas, The Illinois State Medical Society, recognizing the neeq fo 
continuing support of the American Medical Education Foundation fen 
by action of its House of Delegates in 1952 and again in 1953, collected 
$20 per member per year earmarked for that fund, now therefore be it 

Resolved, That the House of Delegates of the American Medical 
Association recommend that the Illinois plan be submitted to each 
constituent association of the American Medical Association as a reason. 
able, equitable, and very satisfactory solution to the problem of Physician 
responsibility to the American Medical Education Foundation, 


Report of Reference Committee on Medical 
Education and Hespitals 


Dr. Herbert B. Wright, Chairman, presented the following 
report, which was adopted: 


Regarding the resolution introduced by Dr. Harlan English 
for the Illinois State Medical Society concerning the American 
Medical Education Foundation in which they are recommend- 
ing to the various states the suggestion to follow the Illinois 
plan in the collection of funds for the American Medical 
Education Foundation, the Illinois plan is a reasonable, equi- 
table, and satisfactory solution to the problem of physician 
responsibility to the Foundation in aiding medical schools 
through the assessment of dues of $20 per member per year 
which is earmarked for this specific purpose. Your reference 
committee unanimously approved this resolution and recom- 
mends its adoption. 


Resolutions on Principles of Medical Ethics 


Dr. Harlan English, Illinois, introduced the following resolu- 
tions, which were referred to the Reference Committee on 
Amendments to the Constitution and Bylaws: 


Wuereas, The Principles of Medical Ethics of the American Medical 
Association and the interpretations thereof have, as a result of recent 
rather widely publicized, diversified expressions of opinion, been the 
subject of much discussion among the various individuals and many 
groups within organized medicine; and 

WHEREAS, The resultant differences of opinion have caused considerable 
unrest and some misgivings within the medical profession, due primarily to 
the implications of improper conduct on the part of the profession as a 
whole because of the improper acts of a small minority of members of the 
profession; and 

WHEREAS, A number of members of the profession claim as proper the 
issuance o f an itemized joint bill when more than one physician partic- 
ipates actively in the care of a patient, because of local acceptance of 
the procedure by both the public and members of the profession; and 

Wuereas, The Principles of Medical Ethics of the American Medical 
Association while very explicit in consideration of duties of physicians 
in consultations and in many other matters of physicians’ relations with 
one another, do not give sufficient consideration to the duties of physicians 
in the joint care of a patient; therefore be it 

Resoived, That the House of Delegates request the Judicial Council of 
the American Medical Association to give further consideration to the 
interpretations of the Principles of Medical Ethics with special references 
to proper billing procedures; and be it further 

Resolved, That the Council on Constitution and Bylaws of the American 
Medical Association, at present engaged in a revision of the Principles of 
Medical Ethics, be requested to give consideration to the drawing up of 
an amendment dealing with the duties of physicians in instances of active 
cooperative care of a patient by two or more physicians, defining proper 
conduct and responsibilities of the physicians involved in such care, and 
stating procedures to be followed in properly billing the patient for services 
rendered to enable the physicians participating in such a case to obtain 
adequate compensation. 


Report of Reference Committee on Amendments to the 
Constitution and Bylaws 

Dr. John W. Green, Chairman, presented the following 
report, which was adopted: 

Resolutions on Principles of Medical Ethics: Your committee 
has given these resolutions very serious consideration and 
approves the resolutions changed as follows: 

Resolved, That the Council on Constitution and Bylaws of the American 
Medical Association, at present engaged in a revision of the Principles of 
Medical Ethics, be requested to give consideration to the matter of the 
drawing up of an amendment dealing with the duties of physicians In 
instances of active cooperative care of a patient by two or more physt- 
cians, defining proper conduct and responsibilities of the physicians 
involved in such care, and stating procedure to be followed in properly 
billing the patient for services rendered; and be it further 

Resolved, That the Council on Constitution and Bylaws be requested to 
seek the advice of the Judicial Council in its consideration of this 
problem. 
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Resolutions on Proposed 23d Amendment to Constitution 
of United States (H. J. Res. 123) 


Dr. Harlan English, Hlinois, introduced the following reso- 
jutions, Which were referred to the Reference Committee on 
Legislation and Public Relations: 

WuerEAS, Congressman Ralph W. Gwinn on January 13, 1953, intro- 
duced H. J. Res. 123 which would initiate an amendment to the Consti- 
tution relative to prohibiting the United States government from engaging 
in any business, professional, commercial, financial, or industrial enter- 
prise except as specified in the Constitution, (referred to as the “Proposed 
yd Amendment”); therefore be it 

Resolved, That the Delegates of the Illinois State Medical Society in 
regular session assembled do hereby express their full support of H. J. 
Res. 123 and urge the Congress of the United States to pass H. J. Res. 
123; and be it further 
Resolved, That a copy of this resolution be spread on the minutes of 
this meeting and that copies be sent to the President of the United States, 
and to all members of Congress, and of the House of Delegates of the 
American Medical Association. 


Report of Reference Committee on Legislation and 
Public Relations 


Dr. George S. Klump, Chairman, presented the following 
report, which was adopted: 

A resolution introduced by Dr. English of Iilinois asking 
for support of H. J. Res. 123 has been seriously considered. 
The principles enunciated in this resolution are essentially the 
same as those endorsed by this House four years ago. Your 
committee recommends that this bill be studied by the Com- 
mittee on Legislation together with other similar proposed 
legislation, and that no further action be taken on this reso- 
lution at this time. 


Resolutions on International Labor Organization 
Dr. Harlan English, Illinois, introduced the following reso- 
lutions, which were referred to the Reference Committee on 
Legislation and Public Relations: 
Wuereas, The International Labor Organization, meeting in Geneva in 
June, 1952, approved a Convention (treaty) on minimum standards of 
social security in nine fields—medical care, sickness benefits, umemploy- 


ment benetits, old-age benefits, unemployment injury benefits, family bene- 
fits, maternity benefits, invalidity benefits, and survivor benefits; and 


Wuereas, Ratification of this Convention by the United States Senate 
would place this country under obligation to put at least four of the nine 
programs in operation; and 

WHEREAS, Ratification of the Convention by the United States Senate 
would be a step toward plunging this nation further into nation-destroying 
socialism; and 

WHEREAS, The United States Congress in 1935 voted this country a 
member state of the International Labor Organization without public 
hearings or debate; therefore be it 


Resolved, That the members of the Illinois State Medical Society rec- 
ommend and urge the Senate of the United States not to ratify this Con- 
vention and to withdraw this country from membership in the International 
Labor Organization; and be it further 


Resolved, That a copy of this resolution be spread on the minutes of 
this meeting and that copies of it be sent to all members of the Senate 
and of the House of Delegates of the American Medical Association. 


Report of Reference Committee on Legislation and 
Public Relations 

Dr. George S. Klump, Chairman, submitted the following 
report, which was adopted: 

A resolution introduced by the Illinois State Medical 
Society dealing with the ratification of the Geneve June, 
1952, Convention of the ILO has been studied. Your commit- 
lee approves this resolution which reaffirms an action pre- 
Viously taken by the House. 


Resolution on Creation of Department of Health 

Dr. Charles G. Hayden, Massachusetts, presented the 
following resolution, which was referred to the Reference 
Committee on Legislation and Public Relations: 

WHEREAS, The continuing threat of enemy attack on the civilian popu- 
lation of the United States, especially in industrial areas, makes it impera- 
ive that there be formulated an over-all medical plan providing for the 
best possible utilization of all medical personnel and facilities in the event 
of all-out war; and 


WHEREAS, The development and implementation of such a plan requires 
that Virtually all federal medical activities be coordinated in a single 
federal agency; and 
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Wuereas, The House of Delegates, on March 14, 1953, reaffirmed its 
stand in favor of an independent Department of Health; and 


Wuereas, The House of Delegates, in December, 1950, recommended 
exclusion of the medical services of the Armed Forces and Veterans’ 
Administration from any “independent agency with executive status”; and 


Wuereas, Exclusion of the medical services’of the Veterans’ Adminis- 
tration and certain medical activities of the Armed Forces from a Depart- 
ment of Health would result in a Department consisting essentially of the 
Public Health Service; and 


WueEREAS, It is unrealistic to argue for the establishment of a Depart- 
ment of Health consisting essentially of the Public Health Service; 
therefore be it 


Resolved, That the Speaker of the House of Delegates be, and is hereby, 
directed to appoint a representative committee to study and report as 
soon as possible on the feasibility of establishing a Department of Health 
to include the following functions, facilities, and personnel as recom- 
mended by the Commission on the Organization of the Executive Branch 
of the Government (Hoover commission): 


(A) The general hospitals of the Armed Forces in the continental United 
States (except a medical center for each of the three services) and station 
hospitals (certain of which the Navy calls “‘dispensaries’) in the conti- 
nental United States except those at outlying posts so located that other 
hospitals of the Department of Health would not be near enough to pro- 
vide the care required. 


(B) The hospital functions of the Veterans’ Administration in toto, 
including the outpatient services in the field offices of the Veterans’ 
Administration. 


(C) The four nonmilitary hospitals in the Canal Zone. 
(D) The hospitals of the Public Health Service. 
(E) The functions, facilities, and personnel of the Public Health Service. 


Report of Reference Committee on Legislation and 
Public Relations 


Dr. George S. Klump, Chairman, submitted the following 
report, which was adopted: 

Your reference committee studied the resolution presented 
by Dr. Hayden of Massachusetts on the subject of creation 
of a Department of Health. Your reference committee re- 
affirms the stand of the House that it is the continuing policy 
of the American Medical Association to strive for the creation 
of a federal Department of Health. Now working on this 
problem is a subcommittee of the Council on Medical Service 
known as the Committee on Federal Medical Services which 
is charged with the responsibility of studying all activities in 
this field. It is the opinion of your reference committee that 
no useful purpose could be gained by the creation of a 
separate committee as recommended in the resolution, as this 
would duplicate the function and activities of the current 
committee. The reference committee is of the opinion that 
the subcommittee of the Council should be asked to study 
the various points outlined in this resolution. 


Resolution on Payment of Back Dues 

Dr. George A. Earl, Minnesota, introduced the following 
resolution, which was referred to the Reference Committee 
on Amendments to the Constitution and Bylaws: 

WHEREAS, The Minnesota State Medical Association has under con- 
sideration the payment of dues in the American Medical Association as 
one of the requirements for membership in the Minnesota State Medical 
Association; and 

WHEREAS, The present regulations of the American Medical Associa- 
tion require the payment of back dues in the American Medical Asso- 
ciation; and 

WHEREAS, Such regulations jeojardize the enactment of such proposed 
change in the Bylaws of the Minnesota State Medical Association; now 
therefore be it 


Resolved, That the American Medical Association be respectfully re- 
quested to alter its regulations so that in the event of such requirement 
being adopted by a constituent state society the payment of dues for such 
current year be sufficient for membership in good standing in the Ameri- 
can Medical Association without the payment of any back dues. 


Report of Reference Committee on Amendments to 
the Constitution and Bylaws 

Dr. John W. Green, Chairman, submitted the following 
report, which was adopted: 

Resolution on Payment of Back Dues: Your committee | 
approves this resolution in principle. It believes that when a 
state association makes it mandatory to belong to the Ameri- 
can Medical Association in order to be a member of the 
state medical society, then this provision of the resolution is 
sound policy. We do, however, believe that the various state 
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medical associations should have time to study this resolution. 
We have been advised that some legal problems may arise at 
the state level. Your committee therefore recommends that 
copies of this resolution, with a copy of the remarks of the 
committee, be sent to the individual state medical societies, 
and that this resolution be considered at the December, 1953, 
interim session of the House of Delegates. 


Resolution on Selection of Interns 


Dr. Paul Baldwin, Missouri, introduced the following reso- 
lution, which was referred to the Reference Committee on 
Medical Education and Hospitals: 

WHEREAS, The method of the cooperative selection of interns, also 
known as the “matching system,” has been in operation for two years 
under the joint sponsorship of the major national hospital associations 


and of the American Medical Association Council on Medical Education 
and Hospitals; and 


WHEREAS, From the point of view of students, the new system has pro- 
vided no benefit that was not provided as well, or better, under individual 
negotiation, but has, on the contrary, fostered undesirable arrangements 
in violation of the letter and spirit of the system and its objectives; and 


WHEREAS, The new method has proved ineffective in aiding hospitals to 
avoid confusion, but has prevented them from making firm and timely 
commitments with promising students; and 


Wuereas, The administration of the new system involves the annual 
expenditure of from $35,000 to $40,000 paid jointly by hospitals and 
students; and 


WuerEas, Insofar as the system is effective at all, it operates to the 
unfair advantage of medical school teaching centers and to the relative 
disadvantage of hospitals without university affiliations, particularly in 
Turai areas; now therefore be it 


Resolved, By the House of Delegates of the American Medical Asso- 
ciation that the cooperative or “matching” system of intern selection be 
abolished. 


Resolution on Restudy of Matching Plan for Internships 


Dr. Carlton E. Wertz, New York, introduced the following 
resolution, which was referred to the Reference Committee 
on Medical Education and Hospitals: 

WuHerEAS, The “Matching Plan’ instituted by the American Medical 
Association approximately three years ago for the apportionment of interns 


has resulted in the channelling of applicants for internships into teaching 
hospitals and medical centers with full-time clinical directors; and 


Whereas, The choice of applicants for internships, frequently coercive, 
has caused the “matching plan” to work to the detriment of smaller hos- 
pitals by depriving them of an adequate allocation of interns; and 


WHEREAS, The smaller hospitals must still carry the bulk of patient load 
and, to do so effectively, must have adequate house staffs; now there- 
fore be it 


Resolved, That the House of Delegates of the American Medical Asso- 
ciation hereby condemns the interference of teaching institutions with the 
Operation of the “matching plan” and asks for restudy of the problem 
so that a more equitable allocation of interns may be achieved. 


Report of Reference Committee on Medical Education 
and Hospitals 


Dr. Herbert B. Wright, Chairman, presented the following 
report, which was adopted: 

Because of the high interest in the intern situation the 
deliberations of your reference committee involved much dis- 
cussion of the problem of internships. To clarify in the minds 
of the delegates the position of the National Intern Matching 
Program, Incorporated, your reference committee would like 
to call to your attention the fact that this organization is a 
separate and distinct corporation having been in existence for 
three years. The member organizations of this corporation 
and their vote of power are represented as follows: American 
Hospital Association, 2 votes; American Protestant Hospital 
Association, 1 vote; Association of American Medical Col- 
leges, 3 votes; Catholic Hospital Association, 1 vote, and 
Council on Medical Education and Hospitals of the American 
Medical Association, 3 votes. The function of this corporation 
is to act as a clearing house for applications for internships. 
The corporation has an agreement both with the student and 
with the hospital. It does not attempt in any way whatever 
to influence the placing of interns; it has nothing to do with 
the stipend offered by hospitals nor with the educational 
program of hospitals, and it does not direct students to 
hospitals. 
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The Resolution on Selection of Interns, introduced by Dr Res 
Paul Baldwin of the Missouri State Medical Association “es 
recommends that the cooperative or “matching” system , je 
intern selection be abolished. Your reference committee {e¢j sso 
that the matching plan should not be discontinued and there deleg 
fore disapproves of this resolution. ad 

Your reference committee agrees with the resolution intro. ofice 
duced by Dr. Wertz for the Medical Society of the State 0 the I 
New York, which recommends that the House of Delegat. nee 
condemn the interference of teaching institutions with 4 deleg 
operation of the matching plan and asks for restudy of th Secre 
problem so that a more equitable allocation of interns may ove 
be achieved. Your reference committee recommends that ths appo 
American Medical Association representatives to the coy const 
poration known as the National Intern Matching Program, 2s 
Inc., be instructed to request that corporation to restudy the excet 
problem and implement its improvement. the / 

meet! 
Resolutions on Physician Placement Conference k 

Dr. John P. Culpepper Jr., Mississippi, presented the follow. 
ing resolutions, which were referred to the Reference Commit. D 
tee on Insurance and Medical Service: a 

WHEREAS, The Council on Medical Service conducted a conference on R 
physician placement in Memphis, Tenn., in March, 1953, for several | 
southern and southwestern states; and Del 

WuerEas, This conference proved invaluable to the several participating rest 
constituent associations in the matter of disseminating information and seve 
fixing policy for physician placement; now therefore be it that 

Resolved, That the Council on Medical Service be commended together dele 
with its most capable headquarters staff; and be it further on 

Resolved, That this type conference be conducted annually on a regional 
scale to the end that (1) a maximum number of state society officers may 
attend by travelling a minimum distance, and (2) placement problems 
common to a restricted geographical region may be treated by the states I 
involved. 

ing 
Report of Reference Committee on Insurance and oa 
Medical Service V 


Dr. Gerald V. Caughlan, Chairman, submitted the follow- 


ing report, which was adopted: V 
A resolution introduced by Dr. John P. Culpepper Jr. re 
Mississippi State Medical Association, having to do with the on 
subject of physician placement conferences was referred to this \ 
reference committee. The statement is made that a conference cou 
on physician placement in Memphis, Tenn., in March, 1953, . 
was very successful and the recommendation is made that this ™ 
type of conference be conducted annually on a regional scale act 
to the end that a maximum number of state society officers 
may attend by traveling a minimum distance and placement I 
problems common to a restricted geographical region may be 
treated by the states involved. Your committee studied this re 
resolution and feels that these regional conferences are of 
value, and recommends that they be continued. Your commit si 
tee commends the Council on Medical Service for the conduct - 
of these conferences. D 
it 
Resolution on Seating on American Medical Association 
Delegates 
Dr. John P. Culpepper Jr. introduced the following resolu- 
tion, which was referred to the Reference Committee of 
Amendments to the Constitution and Bylaws: , 
WHEREAS, Division Three, Chapter IX, Section 1 (B) of the Bylaws of n 
the American Medical Association provides that delegates and alternates 
from constituent associations, sections, the various branches of the armed ; 
forces having organic medical facilities, the United States Public Health ti 
Service, and the Veterans Administration shall be selected for two-yeat 
terms and shall assume office on January 1 of the year succeeding their n 
election or appointment; and n 
Wuereas, No provision is made in these Bylaws for the interim seating p 
of a delegate who may be additionally elected or appointed by reason of c 


increased membership in a constituent association; and 
WHEREAS, No orderly procedure is prescribed for unseating OF retiring 
a delegate or delegates from a constituent association because of loss of 
membership; and 
Wuereas, There is no provision for the orderly retirement or unseatins 
of a delegate who may be defeated for reelection and yet be cligible © 
represent his constituent association in two regular meetings following his 
defeat; now therefore be it 
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Resolved, That the following paragraph be added to the Division, 
Chapter, Section and subsection of the Bylaws referred to above: 

“When a constituent association enjoys sufficient gain in membership as 
to warrant an additional delegate, the Secretary of the American Medical 
association shall so notify the constituent association. The additional 
delegate shall be elected or appointed as the case may be to serve a term 
of one year, Which shall be construed to mean the next annual meeting 
and the succeeding clinical or interim meeting. Following this term of 
office his seat shall be subject to reappointment or reelection, provided 
the membership of the association warrants the allocation of his seat. 
When, on the other hand, the membership of a constituent association 
decreases during a calendar year to such an extent that a delegate or 
delegates are no longer authorized that constituent association, then the 
Secretary of the American Medical Association shall so inform the con- 
stituent association and the delegate or delegates in question shall be 
unseated and retired according to the most recently regulated elected or 
appointed seats from that association. Delegates elected or appointed from 
constituent associations shall assume office at the first annual meeting 
of the House of Delegates of the American Medical Association or on 
January 1, each event following thgir election, whichever comes first, 
except that in no event may a delegate be certified to the Secretary of 
the American Medical Association later than May 31 prior to the annual 


meeting.” 


Report of Reference Committee on Amendments to the 
Constitution and Bylaws 


Dr. John W. Green, Chairman, presented the following 
report, which was adopted: 

Resolution on Seating of American Medical Association 
Delegates: Your committee, after due consideration of this 
resolution, feels that because of the different conditions in the 
several states and because the committee is of the opinion 
that each state should decide the manner of election of its 
delegates, this resolution should be referred to the Council 
on Constitution and Bylaws without recommendation. 


Resolution on Derogatory Article 


Dr. John P. Culpepper, Mississippi, introduced the follow- 
ing resolution, which was referred to the Reference Committee 
on Miscellaneous Business: 

Wuereas, An article entitled, “The Doctor Cartel, an Urgent Problem,” 


was published in “Home, Life,” a nationally circulated magazine, edition 
of May, 1953, published by the Southern Baptist Convention; and 


Wuereas, The article, written by one Jesse C. Burt Jr., unfairly and 
wrongly portrays the medical profession and openly asserts that the 
American Medical Association has created a shortage of physicians by 
causing limitation on the enrolments of medical schools; and 


Wuereas, These assertions are contrary to fact and the constructive 
course pursued by the American Medical Association in undertaking to 
provide the best possible medical service for ail; now therefore be it 


Resclved, That the article and the misinformation it conveys be deplored 
and refuted, and that the American Medical Association answer its libelous 
accusations with a true recounting of its program of medical service. 


Report of Reference Committee on Miscellaneous Business 


Dr. Walter P. Anderton, Chairman, presented the following 
report, which was adopted: 


With regard to the resolution by Dr. Culpepper of Missis- 
sippi calling attention to a deregatory article published in 
“Home Life,” your committee is in complete agreement with 
Dr. Culpepper and recommends passage of the resolution and 
its referral to the Board of Trustees for implementation. 


Resolutions on Compact of Western States for Medical 
Education (S. 1515) 
Dr. Raymond F. Peterson, Montana, introduced the follow- 
ing resolutions, which were referred to the Reference Com- 
mittee on Legislation and Public Relations: 


Wuereas, The future of this Nation and of the western states in par- 
ticular is dependent on the quality of the education of its youth; and 
WHEREAS, Many of the western states individually do not have sufficient 
tumbers of potential students to warrant the establishment and mainte- 
nance within their borders of institutions for all of the essential fields of 
Professional and graduate training in medicine, dentistry, veterinary medi- 
cine, and public health, nor do ail of the states have the financial ability 
‘0 furnish within their borders institutions capable of providing acceptable 
Standards of training in all of the fields mentioned above; and 

Wuereas, It is believed that the western states or groups of such states 
within the region cooperatively can provide acceptable and efficient tax- 
Supported educational facilities to meet the needs of the region and of 
the students thereof; and 

WuereAs, The legislative bodies of at least seven of the western states 
have ratified the Compact for Western Regional Cooperation in Higher 
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Education and thereby have created and become members of the Western 
Interstate Commission for Higher Education; and 

Whereas, Section 10 of Article I of the Constitution of the United 
States provides that “‘No State shall, without the consent of Congress 
. + . eMter into any agreement or compact with another State . . .”; and 

WHEREAS, The duly elected Senators from the western states have intro- 
duced a bill known as S. 1515 in the United States Senate to give the 
required consent to the western states to create and operate the Western 
Interstate Commission for Higher Education; and 

WHEREAS, Passage of this legislation will resolve and remove any legal 
restrictions which may confront the individual states or universities which 
tatify the Compact and thereby become members of the Commission; 
now therefore be it 

Resolved, That the House of Delegates of the American Medical Asso- 
ciation hereby endorse and urge immediate passage of S. 1515 and that 
it instruct its Committee on Legislation and members of the staff of its 
Washington Office to encourage and promote passage of this legislation; 
and be it further 

Resolved, That copies of this resolution be forwarded to the President 
of the United States, the Secretary of the Department of Health, Educa- 
tion, and Welfare of the United States, and the members of the United 
States Senate and House of Representatives. 


Report of Reference Committee on Legislation and 
Public Relations 


Dr. George S. Klump, Chairman, presented the following 
report, which was adopted: 

The Montana resolution introduced by Dr. Peterson requests 
endorsement of S. 1515. Your reference committee looks with 
favor on the intent of the proposals relating to medical edu- 
cation contained in this bill but questions other features of 
the bill which may permit other unspecified activities. Your 
committee recommends that the matter be studied by the 
Committee on Legislation with the advice of the Council on 
Medical Education and Hospitals. 


Resolutions on Portrayal of Physicians in Television 
and Radio Advertising 


Dr. Karl S. J. Hohlen, Nebraska, introduced the following 
resolutions, which were referred to the Reference Committee 
on Miscellaneous Business: 


Wuereas, Television and radio are using more and more frequently in 
their advertisements individuals who, although not physicians, portray the 
part and, while garbed in white, embellished with stethoscope or head 
mirror, recommend to millions of listeners nostrums of all types and 
descriptions which supposedly cure many systemic diseases, highly vita- 
minized products from bread and milk to toothpaste, as well as cigarettes 
for their fancied effect on coughs and colds; and 

Wuereas, Physicians themselves have been used to corroborate the 
merits of certain products as well as the authenticity of claims made by 
certain manufacturers and have been dipicted examining performers, 
such as magicians, to substantiate a claim as to their physical status 
before and after a mystic act on television, all of which is contrary to 
the Princpiles of Medical Ethics of the American Medical Association; and 

WHEREAS, These individuals, in the light of their characterization, imply 
that these products are accepted by the medical profession as being 
specificially ameliorative or curative; and 

WHEREAS, Too large a percentage of our citizens who are credulous to 
such an approach are led astray as to the merits of these claims and 
thereby purchase and continue to use such nostrums at a time when 
they should be under the care of reputable physicians who would institute 
proper treatment and thereby enhance the possibilities of a return to 
health rather than lingering illness or death; therefore be it 

Resolved, That the House of Delegates of the Nebraska State Medical 
Association, meeting in annual session, May 11, 1953, petition the 
American Medical Association, through its House of Delegates, to request 
the Federal Communications Commission, the National Association of 
Radio and Television Broadcasters, and the Federal Trade Commission 
to prohibit individuals from characterizing physicians and recommending 
products of any type or character as aids or remedies in the treatment of 
any ailment usual or unusual to the human; and be it further 

Resolved, That the Judicial Council of the American Medical Associ- 
ation be requested to investigate this matter and censure those of the 
profession who by the aforementioned conduct violate the Principles of 
Medical Ethics; and be it further 

Resolved, That copies of these resolutions be forwarded to the Council 
on Pharmacy and Chemistry and the Bureau of Legal Medicine and 
Legislation of the American Medical Association, the Federal Communi- 
cations Commission, the National Association of Radio and Television 
Broadcasters, and the Federal Trade Commission; and be it further 

Resolved, That copies of these resolutions be transmitted to the state 
medical associations, and through them to their component county medical 
societies, urging them to forward similar resolutions to the American 
Medical Association, the Federal Communications Commission, the 
National Association of Radio and Television Broadcasters, and the 
Federal Trade Commission. 
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Report of Reference Committee on Miscellaneous Business 


Dr. Walter P. Anderton, Chairman, presented the following 
report, which was adopted: 


Your committee has carefully considered the Nebraska 
resolutions concerning the portrayal of physicians in television 
and radio advertising, and agrees with the intent of the resolu- 
tions. It is, however, the opinion of your committee that the 
American Medical Association can accomplish more by offer- 
ing cooperation than by adopting resolutions of condemnation. 
Your committee recommends that this matter be referred to 
the Board of Trustees, and further recommends that the Board 
confer with the Public Relations Department of the American 
Medical Association and then arrange a meeting of mutually 
interested parties in the radio and television industry. Your 
committee also recommends that county and state medical 
societies consult with and offer cooperation to their local radio 
and television stations in the solution of problems concerning 
the medical profession. It is believed that much can be accom- 
plished in the national advertising field by bringing pressure on 
local stations through expressions of approval or disapproval 
by individual physicians. 


Resolution on Doctor Draft Law 


Dr. A. H. Aaron, New York, presented the following reso- 
lution, which was referred to the Reference Committee on 
Legislation and Public Relations: 

WHEREAS, State and local advisory boards, at considerable effort, have 
determined a Special Registrant’s status as being either essential or 


non-essential and have had this recommendation reversed by local boards 
under Selective Service; therefore be it 

Resolved, That the Selective Service System be solicited to change the 
regulations so that wherein a state advisory committee’s opinion and a 
local board’s opinion differ, that the status determined by the state 
advisory committee shall be the one of acceptance. 


Report of Reference Committee on Legislation and 
Public Relations 

Dr. George S. Klump, Chairman, submitted the following 
report, which was adopted: 

In studying the resolution introduced by Dr. Aaron of New 
New York relating to the Doctor Draft Law, your reference 
committee had the benefit of the advice of several individuals 
who are working with state and local advisory committees to 
Selective Service and the Secretary of the Council on National 
Emergency Medical Service. Your committee understands that 
the objectives of this resolution were carefully considered by 
that Council and by the National Medical Advisory Committee 
and that an enabling amendment to the current draft legisla- 
tion was not submitted; however, your committee is of the 
opinion that this matter is of sufficient importance to request 
the Council on National Emergency Medical Service to study 
further this aspect of the Doctor Draft Law. 


Resolution on Reevaluation of Residency and 
Postgraduate Training 


Dr. R. J. Azzari, New York, introduced the following 
resolution, which was referred to the Reference Committee on 
Medical Education and Hospitals: 


WHEREAS, Postgraduate medical education and residency training pro- 
grams, over recent years, have been greatly influenced by the various 
specialty boards and have largely done away with the old preceptor 
systems, which did have certain advantages; and 

Wuereas, These specialty boards have been set up with the approval 
or cooperation of the Council on Medical Education and Hospitals of the 
American Medical Association; and 


WHEREAS, The members of the governing bodies of the various boards 
and of the Council are largely university physicians and not men in the 
active practice of their profession; and 

Wuereas, This has tended to insure a steady output of residents trained 
for teaching or research but not for practice; and 

WHEREAS, The nonuniversity hospitals and their specialists throughout 
the country, who now have difficulty getting assistants or residents, could 
provide a wide range of teaching material that is being largely over- 
looked at present; therefore be it 

Resolved, That the House of Delegates of the American Medical 
Association appoint a committee, representing both university teachers 
and practicing physicians, to investigate and re-evaluate the basic funda- 
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mentals of the present postgraduate and residency training Program, and 
insure some representation of active practicing physicians on the Various 
specialty boards and the Councils of the American Medical Association, 


Report of Reference Committee on Medical Education 
and Hospitals 

Dr. Herbert B. Wright, Chairman, presented the following 
report, which was adopted: 

Resolution on Reevaluation of Residency and Postgraduate 
Training: This resolution asks that a committee be appointed 
by the House of Delegates of the American Medical Asso. 
ciation to investigate and reevaluate the basic fundamentals 
of the present postgraduate and residency training programs, 
and insure some representative of specialists in private practice 
on the various specialty boards and physicians in private 
practice on the Councils of thé American Medical Association, 
While your reference committee approves of the principles 
involved, it disapproves of that portion of the resolution sug. 
gesting that a committee be appointed. 
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Resolution on Professional and Administrative 

Audit of Hospitals 
Dr. Edward P. Flood, New York, introduced the following 
resolution, which was referred to the Reference Committee on 
Medical Education and Hospitals: 
WHEREAS, Many small hospitals, particularly in rural communities, do 


not receive the benefits of inspection by the Joint Commission on 
Accreditation of Hospitals; and 


WHEREAS, Professional and administrative audits by the aforesaid 
Commission of small as well as large hospitals would tend toward 
improvement of medical care; therefore be it 


Resolved, That the Board of Trustees of the American Medical 
Association is hereby requested to study the possibility of enlargement of 
the scope of the activities of the Joint Commission on Accreditation of 
Hospitals and, if feasible, to recommend such increase and to report to 
this House of Delegates at its annual session in 1954, 


Report of Reference Committee on Medical Education 
and Hospitals 

Dr. Herbert B. Wright, Chairman, submitted the following 
report, which was adopted: 


Resolution on Professional and Administrative Audit of 
Hospitals: This resolution presented by Dr. Edward P. Flood 
of the New York delegation emphasizes the fact that many 
small hospitals, particularly those in rural communities, have 
not received the benefit of inspection by the Joint Commission 
on Accreditation of Hospitals, and recommends that the Board 
of Trustees of the American Medical Association be requested 
to study the possibility of enlarging the activities of the Joint 
Commission on Accreditation of Hospitals. Your reference 
committee approves this resolution and recommends that it be 
referred to the Board of Trustees for implementation by the 
Joint Commission on Accreditation of Hospitals. 
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Resolutions on History of Medicine aT 


Dr. James Stevenson, Oklahoma, introduced the following 
resolutions, which were referred to the Reference Committee 
on Reports of Board of Trustees and Secretary: 


WHEREAS, Medicine plays such an important part in the shaping of 
human destiny through the initiation and activation of spiritual, intellectual, 
and social economic values; and 

Wuereas, A thorough comprehension of the past in the field of medicine 
would facilitate the solution of many problems now vexing the medical 
profession; and 

WHEREAS, The chastening influence of the history of medicine on 
individual members of the profession, and its influence on the eager young 
doctor not yet seasoned by experience nor fully aware of his debt to 
those who have gone on before; and 

Wuereas, A wide dissemination of these simple facts about the evolution 
of medicine and its remarkable accompkshments in the face of mounting 
demands through mechanistic developments would do much toward @ 
restoration of faith in medicine as now practiced in America; and 

WHEREAS, The present mounting interest in medical history affords 
the American Medical Association an unusual opportunity to assume 
leadership in this field; therefore be it 

Resolved, That the Trustees of the American Medical Association con- 
sider the advisability of establishing a committee or a bureau or other 
agency which shall be committed to the task of discovering sources, and 
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ihe accumulation and preservation of medical historical data and possibly 
oa occasional publication of historical studies of interest to the members 
of the American Medical Association and of value to the public; and be 


tt further 

resolved, That such a committee or other agency be instructed to 
operate with medical schools in the planning of courses in medical 
jistory and with state and county associations interested in local medical 


pistory- 


Report of Reference Committee on Reports of Board of 
Trustees and Secretary 


Dr. H. Russell Brown, Chairman, presented the following 
report, which was adopted: 


Resolution on “History of Medicine”: Your committee has 
carefully considered and is in sympathy with the intent of this 
resolution. It believes, however, that the objectives can be best 
complished by the appointment of a special committee by 
the Board of Trustees to study this problem and render a 
report of its conclusions within one year. 


Resolution on Regulation of Nursing in Veterans’ Hospitals 


Dr. James Stevenson, Oklahoma, introduced the following 
resolution, which was referred to the Reference Committee on 
Medical Education and Hospitals: 

Wuereas, In order to secure a higher grade of medical attention for 
their patients, the Veterans’ Administration has entered into a system of 
cooperation and mutual aid with the various medical schools throughout 
the nation; and 

Wuereas, In connection with this arrangement, a crisis has developed in 
the nursing situation. Many factors have contributed to the shortage of 
nurses, but it is evident that, in part, the difference in the wage scale 
which is being paid by the Veterans’ Administration and that which is 
paid by the teaching hospitals has worked a hardship on the universities 
and their affiliated hospitals in that it has become almost impossible to 
secure adequate nursing personnel; therefore be it 

Resolved, That the Faculty Board of the Medical School of the Uni- 
versity of Oklahoma recommends that this situation be called to the 
attention of the American Medical Association through its Cowncil on 
Medical Education and Hospitals, and that all parties concerned, working 
together, reconcile these wage differences for nurses and thereby solve 
this trying problem in such a manner as may be helpful to, and may 
woid injury to, the furtherance of the nursing profession. 


Report of Reference Committee on Medical Education 
and Hospitals 

Dr. Herbert B. Wright, Chairman, presented the following 
report, which was adopted: 

Your committee considered the resolution introduced by 
Dr. James Stevenson of the Oklahoma delegation to the effect 
that the attention of the American Medical Association be 
called to the wage scale which is being paid by the Veterans’ 
Administration and that which is paid by the teaching hos- 
pitals, arguing that it mitigates against civilian hospitals 
obtaining sufficient nursing personnel. Your committee feels 
that this is a matter which should be referred to the Board 
of Trustees. 


Resolution on Amendment of Federal Narcotic Act to Provide 
for Dispensing of Codeine Mixtures and Compounds 

on Oral Prescription 
Dr. Raymond M. McKeown, Oregon, introduced the follow- 
ing resolution, which was referred to the Reference Committee 
on Hygiene and Public Health: 


WxerEas, Mixtures and compounds containing codeine, dihydrocodei- 
none, or dihydrohydroxycodeinone, in combination with other nonnarcotic 
medicinal ingredients, are widely used for the relief of cough and mild 
pain; and 


Wuteas, Many patients need these mixtures and compounds on short 
Notice after office hours; and 


WHEREAS, Only mixtures and compounds containing not more than one 
grain of codeine per fluid er avoirdupois ounce are now included among 
“exempt preparations” under the Federal Narcotic Act and may therefore 
be dispensed by the pharmacist without a prescription; and 

WHEREAS, For effective medication, mixtures and compounds containing 
codeine, dihydrocodeinone, or dihydrohydroxycodeinone, in combination 
with other nonnarcotic medicinal ingredients, often require these drugs in 
amounts greater than one grain per ounce; and 
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WHEREAS, The relatively limited possibility of inducing or sustaining 
narcotic addiction by the use of these mixtures and compounds is more 
than offset by the great inconvenience to patients, pharmacists, and 
physicians caused by the provision of the Federal Narcotic Act which 
prohibits the pharmacist from dispensing these mixtures and compounds 
except upon a written prescription; therefore be it 

Resolved, That the House of Delegates authorize and direct the Board 
of Trustees and the Committee on Legislation to seek to obtain the 
amendment of the Federal Narcotic Act to provide that all mixtures and 
compounds containing codeine, dihydrocodeinone, or dihydrohydroxyco- 
deinone, in combination with other nonnarcotic ingredients, may be dis- 
pensed upon an oral, including telephonic, prescription which must be 
reduced to writing by the pharmacist, and to cooperate with the American 
Pharmaceutical Association and the National Association of Retail 
Druggists in pursuing this objective. 


Report of Reference Committee on Hygiene and 
Public Health 


Dr. Everett P. Coleman, Chairman, presented the following 
report, which was adopted: 

Your reference committee considered a resolution presented 
by Dr. Raymond M. McKeown of the Oregon State Medical 
Society, concerning amendment of the Federal Narcotic Act 
to provide for dispensing of codeine mixtures and compounds 
on oral prescription. Your committee realizes that many cor- 
rections should be made in the field of narcotic prescription 
and that many needless hardships are forced on patients, 
pharmacists, and physicians. However, it feels that the resolu- 
tion is not sufficiently inclusive and rcommends that it be not 
adopted in its present form, but that the entire subject matter 
be referred to the Board of Trustees for subsequent referral to 
the proper committee for more complete study. 


Resolution on Health and Welfare Funds 


Dr. James Z. Appel, Pennsylvania, introduced the following 
resolution, which was referred to the Reference Committee on 
Insurance and Medical Service: 

WHEREAS, Certain developments in the administration of the program of 
the United Mine Workers’ Welfare and Retirement Fund have taken place 
in Pennsylvania that seem to threaten the private practice of medicine and 
may result in the deterioration of the quality of medical services in these 
areas; and 

Wuereas, The Board of Trustees of the Medical Society of the State of 
Pennsylvania has instructed its delegates to present this matter to the 
House of Delegates of the American Medical Association for its most 
urgent consideration; be it 

Resolved, That the American Medical Association, through its proper 
committees immediately study this problem in order to ascertain the true 
Objectives and methods of operation of all health and welfare funds. 


Report of Reference Committee on Insurance and 
Medical Service 


Dr. Gerald V. Caughlan, Chairman, submitted the following 
report, which was adopted: 


A resolution introduced by the Pennsylvania delegation 
relative to health and welfare funds being used to set up 
clinics and hospitals, was studied by your reference committee. 
This matter deals with cooperative medicine, and your com- 
mittee recommends that it be referred to the Council on 
Medical Service. 


Resolutions on Gamma Globulin 


Dr. Robert B. Homan Jr., Texas, introduced the following 
resolutions, which were referred to the Reference Committee 
on Hygiene and Public Health: 


WHEREAS, Gamma globulin, a derivative of whole blood, is now being 
used for the prevention or attenuation of measles, infectious hepatitis, and 
poliomyelitis; and 

WHEREAS, The Office of Defense Mobilization is “the allocating authority 
for gamma globulin,” which blood product is to be released or allocated 
through the state or territorial health departments to local county health 
departments or county health officers according to a formula based on 
previous and present incidence of measles, infectious hepatitis, and 
poliomyelitis in each community; and 

Wuereas, Gamma globulin under this program will be distributed free, 
without charge, regardless of the ability of the exposed person or his 
family to pay, although the family doctor may charge “for his services” 
in administering this product; and 
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WHeREAS, In order to implement this program, the National Foundation 
for Infantile Paralysis has contracted to purchase all gamma globulin 
available from commercial sources at a cost of $11,000,000 from funds 
donated by the public to this Foundation through the “March of Dimes” 
and other fund-raising methods; and 

WHEREAS, The cost of the gamma globulin to the individual user would, 
in most instances, not be prohibitive; and 

Wuereas, The fund donated by the people of this country to the 
Foundation to combat polio and to care for the afflicted is greatly needed 
for research and for the treatment of individual cases, the cost of which 
would be prohibitive to the individual in many instances; and 

Wuereas, Such free dispensing of prophylactic products or medical care, 
both preventive and curative, regardless of ability to pay, is contrary to 
the American system; now therefore be it 

Resolved, That the House of Delegates of the American Medical Asso- 
ciation favor and sponsor any move to require that gamma globulin, so 
distributed among the various communities, be purchased by the indi- 
viduals receiving it, when the cost is not prohibitive to the individual or 
his family, in order that the funds in the treasury of the National Founda- 
tion for Infantile Paralysis may be used for much needed research and 
for the care of afflicted individuals, such research, certainly, and such 
care, most often, being prohibitive in cost to the individual and his 
family; and be it further 

Resolved, That funds so collected be returned to the treasury of the 
National Foundation. 


Report of Reference Committee on Hygiene and 
Public Health 


Dr. Everett P. Coleman, Chairman, submitted the following 
report, which was adopted: 

Your Reference Committee on Hygiene and Public Health 
considered the resolution submitted by Dr. Robert B. Homan 
Jr., of Texas, on Gamma Globulin. Your committee recom- 
mends that the House of Delegates of the American Medical 
Association favor any move to encourage individuals receiving 
gamma globulin to contribute to the cost of the material used, 
so that the National Foundation for Infantile Paralysis and the 
American Red Cross may replace, in part, funds used for this 
purpose and that such funds be available for much needed 
research and for the care of afflicted individuals. 


Resolution on Revision of Principles of Medical Ethics 

Dr. Russell V. Lee, Section on Military Medicine, introduced 
the following resolution, which was referred to the Reference 
Committee on Miscellaneous Business: 


Resolved, To substitute for Chapter I, Sections 1 and 2 of the Principles 
of Medical Ethics the following section 1: 

We, physicians affiliated with the American Medical Association, 
recognizing that, in common with physicians of the entire world, we are 
only trustees for the benefit of all mankind of the great treasure of medical 
knowledge and skill accumulated throughout the ages, accept with the 
trusteeship certain obligations as follows: (1) To make these benefits 
accessible to all who need them insofar as facilities permit; (2) to 
exercise these skills for the benefit of all humanity; (3) to strive con- 
Stantly to improve ourselves in knowledge and skill; (4) to teach our art 
to all of good character who have the desire and capacity to learn 
insofar as proper means can be developed; (5) to increase by research 
and other means this share of knowledge and to make our discoveries 
freely available to all physicians; (6) to resist all attempts to misuse our 
services for political purposes, while freely discharging all our obligations 
as citizens; (7) to devote our skills to the alleviation of suffering and the 
deferment of death and never for any reason to the termination of human 
life; (8) to aid and support our medical colleagues in all countries in the 
attainment of proper humanitarian objectives; (9) to maintain in our 
relationships with our patients, our colleagues and the public the strictest 
standard of personal honor, and (10) to dedicate our knowledge and skills 
and our lives to the alleviation of suffering, the prolongation of life, and 
the enrichment of living for all men without thought of any personal 
advantage or gain. 


Report of Reference Committee on Miscellaneous 
Business 

Dr. Walter P. Anderton, Chairman, presented the following 
report, which was adopted: 

With respect to the resolution by Dr. Russel V. Lee of the 
Section on Military Medicine suggesting revision of the Prin- 
ciples of Medical Ethics, your committee recommends referral 
of this resolution to the Council on Constitution and Bylaws 
for its consideration in the forthcoming revision of the 
Principles of Medical Ethics. 


J.A.M.A., June 27, 1953 


Resolution on Disapproval of Executive Order of 
President of the United States 


Dr. Hugh H. Hussey, District of Columbia, introduced the 
following resolution, which was referred to the Reference 
Committee on Legislation and Public Relations: 

Wuereas, President Eisenhower’s Executive Order 10450, dated 4 i 
29, 1953, dealing with security requirements for government pad 
Stated that among the threats to Government security are the followine 
“An adjudication of insanity, or treatment of serious mental or neurological 
disorders without satisfactory evidence of cure.”’ (Sec. 8 (a) (1) (iv); and . 


WHEREAS, This Order has singled out two groups of illnesses from th 
total mass of human ills, each of which may have psychologicaj pho 
plications; and 


Whereas, It is recognized that employees with severe menta| illness as 
well as those with other illnesses may in some instances constitute a threat 
to government security; and 

Wuereas, Well-established personnel policies now provide leaye o 
absence in the event of serious illness; and 


Wuereas, The extent of illness can, in each instance, be determined Only 
by a qualified doctor of medicine; and . 

WHEREAS, The Order would seriously discourage employees from seeking 
medical treatment, thereby destroying medicine’s most effective tools, 
namely, early diagnosis and treatment; and 

WHEREAS, The Order indicates a need for a critical survey of the 
relation of all illnesses among government employees to the total Subject 
of security; therefore be it 

Resolved, That the House of Delegates of the American Medical Agso. 
ciation instruct the Association’s Board of Trustees to recommend to the 
President of the United States (1) that he rescind Section 8 (a) (1) (iy) on 
the ground that it is unscientific, unnecessary, and damaging, and (2) that 
he direct that the subject of illness among government employees as 
related to security be further reviewed. 


Report of Reference Committee on Legislation and 
Public Relations 

Your committee has studied with interest the resolution 
introduced by Dr. Hussey of Washington, D. C., concerning 
the relation of all illnesses among government employees to 
the total subject of security. This matter is one which requires 
careful consideration and study. It is recommended that this 
matter be brought to the attention of the Special Medical 
Assistant to the Secretary of Health, Education, and Welfare, 
who is soon to be appointed. 


Message from San Francisco 

Dr. George F. Lull, Secretary, read the following telegram 
from the President of the San Francisco Medical Society, Dr. 
Edwin J. Morrissey: 
The San Francisco Medical Society is delighted that the American 
Medical Association will have its next meeting in San Francisco. We will 
do everything in our power to see that the 1954 convention is the usual 
success. 


Supplementary Report of Reference Committee on 
Credentials 

Dr. William Weston, Chairman, reported that 182 out of 

185 delegates had registered. 


Statement Re Action of Board of Trustees in Calling 
Special Session of House of Delegates 

Dr. Thurman B. Givan, New York, presented the following 
statement, which was referred to the Reference Committee on 
Reports of Board of Trustees and Secretary: 
At a meeting on May 31, 1953, of the members of the House of Dele- 
gates of the American Medical Association representing New York State, It 
was the unanimous opinion that complete accord be granted by said 
delegates with the action of the Board of Trustees of the American 
Medical Association in calling together the House of Delegates of the 
American Medical Association in Washington, D. C., on March 14, 1953. 


Report of Reference Committee on Reports of Board of 
Trustees and Secretary 

Dr. H. Russell Brown, Chairman, presented the following 
report, which was adopted: 
Your committee has studied carefully the statement intro- 
duced by Dr. Thurman B. Givan of New York on the subject 
of the Special Session of the House of Delegates on March 14, 
1953, and wishes to offer the following report: It is the opinion 
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of your committee that the Board of Trustees acted in the best 
interest of our profession in calling the Special Session of the 
House of Delegates on March 14, 1953. 


Resolutions on Membership in American Medical 
Association Sections 


Dr. R. J. Azzari, New York, introduced for Dr. Thomas M. 
d’Angelo, New York, the following resolutions, which were 
referred to the Reference Committee on Amendments to the 
Constitution and Bylaws: 

WuerEAS, The American Medical Association’s several scientific sections 


constitute in most instances the only representative, unrestricted, nation- 
wide organization in their respective specialties; and 


Wuereas, Membership in these sections is presently determined by 
members indicating their specialty at the time of registration for the annual 
meeting; and 

WuereEAs, This system makes for a fluctuating membership, depending 
on attendance at the annual meetings; and 


Wuereas, Certain international federations of specialty societies (like 
the International Congress of Ophthalmology) maintain that it is difficult 
to recognize the sections of the American Medical Association as repre- 
sentative organizations because of the indefiniteness of their membership; 
therefore be it 


Resolved, That the method of enrolling as members of the several 
sections be altered so that a member will indicate his specialty member- 
ship preference at the time of paying his American Medical Association 
dues, instead of being required, as at present, to be present at the annual 
meeting; and be it further 


Resolved, That the Secretary of the American Medical Association 
cause to be prepared rosters showing the names of those who have indi- 
cated their desire to become members of the several sections, and these lists 
so prepared shall constitute the membership rolls of the several sections so 
long as these members remain in good standing. 


Report of Reference Committee on Amendments to the 
Constitution and Bylaws 


Dr. John W. Green, Chairman, presented the following 
report, which was adopted: 


Resolution on Membership in American Medical Association 
Sections: This resolution was considered by your reference 
committee in conference with the Secretary of the Association, 
and your committee approves this resolution and recommends 
its adoption. 


Resolutions on Annual Medical Progress Day 


Dr. R. J. Azzari, New York, introduced the following reso- 
lutions, which were referred to the Reference Committee on 
Hygiene and Public Health: 

WHEREAS, The progress and achievements of medicine are momentous 
and continue to advance at a most encouraging and gratifying rate; and 


WHEREAS, Positive and accurate information concerning this progress and 
greater recognition of it by the public are urgently needed; and 


WHEREAS, Our national administration is cognizant and highly apprecia- 
tive of these noteworthy and humanitarian advancements; now therefore 
be it 

Resolved, That the House of Delegates of the American Medical Asso- 
ciation request the President of the United States of America to proclaim 
annually an appropriate day of the year to be known as Medical Progress 
Day; and be it further 


Resolved, That suitable recognition of this occasion be promoted through 
all possible media for the information of the public concerning the aims, 
ideals and achievements of modern medicine. 


Report of Reference Committee on Hygiene and 
Public Health 


Dr. Everett P. Coleman, Chairman, submitted the following 
report, which was adopted: 


Resolutions on Annual Medical Progress Day: Your committee 
approves this resolution in principle, but as it may, if success- 
ful, require time and the expenditure of funds on the part of 
State and county medical societies, your committee feels that 
without further information this recommendation might be 
unwise and that such a day might be combined with Hospital 
Day or with a Doctors’ Day which has been inaugurated in 
some parts of the country by the Woman’s Auxiliary. On this 
account, your committee feels it may be better to refer this 
resolution to the Board of Trustees for study. 
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Resolution on Clarification of Section 5 of Principles of 
Medical Ethics 


Dr. Millard D. Hill, North Carolina, introduced the follow- 
ing resolution, which was referred to the Reference Committee 
on Amendments to the Constitution and Bylaws: 

Resolved, That the Executive Council of the Medical Society of the 
State of North Carolina in meeting February 15, 1953, at Raleigh, North 
Carolina, recommends to the American Medical Association that it 
clarify Section 5, Chapter III, of the American Medical Association 
Principles of Medical Ethics related to the subject of fee splitting, and 
that the provisions of said section be elaborated. 


Report of Reference Committee on Amendments to the 
Constitution and Bylaws 


Dr. John W. Green, Chairman, submitted the following re- 
port, which was adopted: 


Resolution on Clarification of Section 5 of Principles of 
Medical Ethics: Y-ur committee believes that this refers to 
Section 5, Article 6, Chapter III, of the Principles of Medical 
Ethics. Your committee feels that this section covers the situ- 
ation, but it also feels that it should be referred to the Board 
of Trustees for further study, because the subject is too broad 
to settle at this time. 


Resolution on Proposed Change in Make-Up of 
Nominating Committees of Scientific Sections 


Dr. Edward L. Compere, Section on Orthopedic Surgery, 
introduced the following resolution, which was referred to the 
Reference Committee on Amendments to the Constitution and 
Bylaws: 

WuereEas, Section 7 of Chapter VII of the Bylaws specifies that the 


executive committee of each section, except for the Section on Miscel- 
laneous Topics, shall act as the nominating committee of the Section; and 


WuHereAs, This nominating committee so constituted includes the secre- 
tary and the section delegate; and 


WHEREAS, It has been found to be advisable by most of the sections to 
reelect both the secretary and the delegate for several years; and 


WHEREAS, The secretary and the delegate may be embarrassed to be in 
the position of appearing to help to renominate themselves year after 
year; therefore be it 


Resolved, That the last sentence of Section 7 of Chapter VII be changed 
to read as follows: “The nominating committee of the section shall consist 
of the chairman and the last two previous chairmen except for the 
Section on Miscellaneous Topics.” 


Report of Reference Committee on Amendments to the 
Constitution and Bylaws 


Dr. John W. Green, Chairman, presented the following 
report, which was adopted by more than the two-thirds vote 
that the Vice Speaker declared was necessary to effect the 
indicated change in the Bylaws: 


Resolution on Proposed Change in Make-Up of Nominating 
Committees of Scientific Sections: Your reference committee 
approves this resolution and recommends its adoption. 


Resolution on Prescriptions in Code 


Dr. R. J. Azzari, New York, introduced the following 
resolution, which was referred to the Reference Committee on 
Hygiene and Public Health: 

WHEREAS, It has come to the attention of the American Medical Asso- 


ciation that certain physicians have entered into arrangements with 
pharmacists in the dispensing of prescriptions in code; and 

WHEREAS, This procedure prevents a patient from going to the pharma- 
cist of his choice; and 

WHerEAS, Such procedure lends itself to the overcharging for pre- 
scriptions; and 

WHerEAS, The dispensing of secret remedies is contrary to the Principles 
of Medical Ethics of the American Medical Association and contrary to 
the avowed traditions and principles of the medical profession; therefore 
be it 

Resolved, By the House of Delegates of the American Medical Asso- 
ciation at the 102d Annual Session that all physicians who engage in 
such practices are guilty of unethical practices and should be disciplined 
by their local societies. 


Report of Reference Committee on Hygiene and 
Public Health 
Dr. Everett P. Coleman, Chairman, presented the following 
report, which was adopted: 
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Resolution on Prescriptions in Code: The use of codes in 
prescriptions is in use in some large institutions as a matter 
of convenience but the codes are not secret and are available 
to druggists if the patient desires to get the prescription filled 
elsewhere. This resolution is not meant to apply to institu- 
tional practice. Your reference committee recommends the 
adoption of this resolution. 


Resolution in Appreciation of Dr. Louis H. Bauer 

Dr. William A. Hyland, for the Michigan delegation, intro- 
duced the following resolution, which was adopted by a unani- 
mous, rising vote: 

Resolved, As its distinguished President, Dr. Louis H. Bauer, concludes 
his term of office, the American Medical Association expresses to him 
the deep appreciation of its officers and members for his inspired leader- 
ship, devoted service, and wise counsel. They extend to him as well their 
great thanks the best wishes for many more years of satisfaction which 
must come to him as a result of his unselfish and generous contributions 
in behalf of the medical profession. 


Address of Commander of American Legion, 
Mr. Louis K. Gough 

Dr. Louis H. Bauer, Past President, introduced Mr. Louis 
K. Gough, Commander of the American Legion, who ad- 
dressed the House as follows: 

Mr. President, Mr. Speaker, Distinguished Members of the 
House of Delegates and Distinguished Guests: I am informed 
that one of the questions before you is how to transact so 
much business in so little time, and, as my contribution, I am 
going to keep my remarks brief. As National Commander of 
the American Legion, I am honored and privileged this morn- 
ing to represent the four million members of the American 
Legion and the Auxiliary before the leaders of the American 
Medical Association. There are many delegates among you 
and many more of your colleagues throughout the country 
who are also American Legionnaires. How many, I do not 
know. I am sincerely confident, however, that if this total 
were higher, it would be to the mutual benefit of both of our 
great organizations. 

One of the goals common to both organizations was give 
eloquent expression by your immediate Past President, Dr. 
Bauer, here in New York at the time of the 34th National 
Convention of the American Legion last summer. Dr. Bauer 
was kind enough on that occasion to point out that, years 
before you decided to launch upon your own organized cam- 
paign against socialized medicine, the American Legion was 
already on record in opposition to any form of Government 
regimentation in the field of medicine. Now we understand 
that, so far as such commitments can be made, the present 
Administration has given your Association the assurange that 
there will be no support for a program of socialized medicine. 
As a veteran group high in the tradition of actions expressing 
our belief that the free institutions of America are worth fight- 
ing for, we are glad that the record shows our position in this 
matter arrived at early in the 1940's. 

There is a second area in which we believe your interest 
should be as great as ours. That is the primary purpose for 
which the American Legion was organized, namely, veterans’ 
rehabilitation. We have maintained, and the people through 
the Congress have acknowledged, that there is a clear ob- 
ligation on the nation to care adequately for those citizens 
from whom war service has taken the ability to care for 
themselves adequately and properly. 

The current actions of your Association give strong support- 
ing evidence to our belief that the man who is called, or who 
volunteers for service, thereby has created a sense of ob- 
ligation—of debt—owed by the people, through their govern- 
ment, to him who serves. Recognizing the sacrifice of the 
doctor who serves—and serves again—you have supported 
legislative efforts to gain special financial recognition for the 
doctor in uniform. 

You know, of course, that the American Legion recognizes 
the part of the American Medical Association has played in 
bringing inspired medicine to the veterans of our wars. Here 
again the American doctor recognized the actions of the 
American Legion, in 1940 and 1941, in calling for a correction 
of the undistinguished medicine practiced in the Veterans 
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Administration prior to 1940. Since 1946 private medicine has 
performed the tasks that only its members could accomplish 
in supporting the improvements called for by the American 
Legion in Milwaukee in 1941. These joint efforts representeq 
clear gain for everybody involved: The veteran, who is our 
primary concern; the profession, which is close to your hearts, 
and the taxpayer, who makes the service possible. As doctors, 
I am sure you agree that good medicine these days costs 
money and bad medicine is no bargain at any price. We 
believe that you are just as interested as we are in preserving 
and improving the high caliber of Veterans Administration 
care. We believe that you take exception as we do to any 
attempt, however well intentioned, to destroy the superior 
standards which have been established with your help for 
those who are deserving of help. 

The American Legion is carefully watching the deliberations 
and action of Congress with reference to adequacy of funds 
for the Veterans Administration to carry out the programs for 
veterans assigned to it by Congress. Returning veteran’s medi- 
cine to the political grabbag in the long run would solve 
nothing and save nothing. The veteran with entitlement who 
needs hospital care will continue to need it whether the 
Veterans Administration facilities are available to him or not. 
So far as I know, no one has suggested just where and how 
and by whom the neuropsychiatric, the tubercular, and the 
chronic cases are to be treated outside the veterans hospitals. 
No one knows better than you the overcrowded conditions of 
state and municipal institutions. To turn the deserving veteran 
out of Veterans Administration facilities would solve nothing 
and only create a new social problem. 

There are those who want a change in the law authorizing 
hospital care of the non-service-connected who are legally en- 
titled on basis of inability to pay and availability of beds. 


. We do not! We insist that only a selfish interest impels those 


who seek to abridge the basis for providing this medical care 
sO positively established by the existing statute. 

The American Legion, like the American Medical Associ- 
ation, is made up of citizens who pay taxes and who would 
like to see the federal budget balanced and the tax load 
lightened. We are for economy and efficiency in the govern- 
ment—most of all in the Veterans Administration, where 
those factors mean improved service for the deserving veteran. 
I think we have proved that over the years, and specifically 
during the current year by preparing and submitting to the 
Veterans Administration and the Congress seven separate 
recommendations for administrative savings in the agency that 
would save millions. I have discussed these proposed economy 
measures with the President, his reorganization staff, and 
several committees of the Congress, and have submitted them 
in writing to every member of Congress. 

Much of the criticism being circulated about the program is 
based on erroneous or incomplete information directed at 
alleged abuses of the limitations on entitlement. We have 
found that charges of this character are usually based on 
erroneous or incomplete knowledge of the facts. It is a case 
of bad information running interference for good intentions. 
Accordingly, our National Convention of 1952 authorized the 
establishment of a special liaison committee to work with 
similar groups in the American Medical Association, the 
hospital and dental associations, and government agencies, to 
see if we could not come up with a set of agreed-upon facts, 
acceptable to all concerned, as a means of common approach 
to the problem. The American Legion was privileged to ar- 
range for the first of these fact-finding conferences last March 
in Washington, We had been led to believe that this was but 
the first of a series of meetings in which there could be a 
joint appraisal of the facts. We recognized that however ac- 
curate such a set of facts might be, their value was limited 
to the extent of their acceptance by all concerned—the public, 
the Congress, the doctor, the veteran, and the Veterans Ad- 
ministration. 

Meanwhile, in line with the conferees’ thinking, we are 
proceeding with our own surveys of certain aspects of the 
Veterans Administration operation. So far as our surveys have 
been developed, we yesterday submitted them for your con- 
sideration. It is our belief that such surveys, the only such 
information available, indicate a high observance of the rules 
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for eligibility for treatment under Veterans Administration 
authority. They are factual and not stacked. We would be 
delighted to have the American Medical Association par- 
ticipate in the work of preparing such surveys. 

The American Legion field staff of rehabilitation experts to 
date has looked into the conditions surrounding the admission 
of patients to ten different Veterans Administration hospitals. 
Bedside checks of those actually in the hospital as non- 
service-connected cases show that the great majority of these 
men had spent their savings, had lost the capacity to earn a 
living, and were incapable of paying for private hospitaliza- 
tion. Indeed, a goodly percentage of them had had their 
Veterans Administration application forms signed by their 
private physicians. Our surveys, as well as Veterans Adminis- 
tration surveys, indicate the number of short-term non-service- 
connected is less than 10 per cent, and of all patients in 
Veterans Administration hospitals it is indicated there is a 
negligible percentage whose entitlement under the law may be 
questioned. And it has not been clearly demonstrated that all 
of the negligible percentage are guilty of abusing this veterans’ 
privilege. We have taken aggressive steps to eliminate even a 
small percentage of abuse of entitlement which keeps needed 
beds from deserving veterans, and we will continue to do so. 
I will not take your time to enumerate what has been done 
and will be done along this line. Practicing physicians can be 
of great help in this Legion effort. 

The American Legion has maintained the closest possible 
contact with the veterans’ medical and hospital system for 35 
years. We have developed experience in this field, but we do 
not know all the answers. That is the reason we have been so 
anxious to get these facts, to analyze them properly, and to 
secure their acceptance. 

Through such a joint effort, we believe you could bring 
your resources to the establishment of a Veterans Administra- 
tion medical and hospital program operated as a stabilized 
effort, in an area of respect, confidence, and trust. In short, 
we seek a return to the kind of thinking and action which first 
inspired our nation to provide for the physical and mental 
rehabilitation of the veteran who is sick, broke, and has no 
place other than the Veterans Administration to go. We be- 
lieve the answer to our mutual problems lies in developing a 
groundwork of factual information which is not only accurate 
but known and acceptable to all concerned, and in properly 
applying those facts to the problems of veterans’ rehabilita- 
tion. 


It has been an honor to appear before you. 


Introduction of 26 Millionth Subscriber to Blue 
Shield Plans 

The privilege of the floor was granted to Dr. Robert L. 
Novy, Michigan, who introduced to the House of Delegates 
Mr. William P. Marcum, Louisville, Ky., as the 26 millionth 
subscriber to Blue Shield Plans. Mr. Marcum expressed his 
thanks for the recognition accorded him, and his appreciation 
of the opportunity to become enrolled in Blue Shield. 


Invitations for 1956 Annual Meeting from 
New York and Chicago 


Dr. John J. Masterson, New York, presented an invitation 
on behalf of the Medical Society of the State of New York to 
the American Medical Association to return to New York for 
its annual meeting in 1956. The invitation was predicated on 
the possibility that New York will have its new coliseum com- 
pleted in time, and the House of Delegates was petitioned to 
delay its decision on the 1956 place of meeting and delegate 
authority to the Board of Trustees, since by Fall of this year 
it should be known definitely whether or not the new coliseum 
will be completed in time. 

Dr. Harlan English, Illinois, extended for the Illinois State 
Medical Society and the Chicago Medical Society an invitation 
to the American Medical Association to hold its annual meet- 
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ing in Chicago in 1956, anticipating that by that time there 
would be a new convention hall with adequate facilities. 

The Speaker announced that both invitations would be 
referred to the Board of Trustees for recommendation. 


Supplementary Report of Board of Trustees on Place of 
1956 Annual Meeting 


Dr. Dwight H. Murray, Chairman, presented the following 
supplementary report, and the Board of Trustees was granted 
the authority therein requested: 

Three invitations have been received by the Board of 
Trustees for the 1956 Annual Meeting of the Association. 
Two of the invitations have just been received. The other is 
from a city where it is believed the accommodations for ex- 
hibits are inadequate. The Board, therefore, requests authority 
from the House of Delegates to select the meeting place for 
the 1956 Annual Meeting at some time in the near future and 
to report back to the House in December, 1953. 


Address of Past President Frank H. Lahey on National 
Fund for Medical Education 


The Speaker requested the privilege of the floor, which was 
granted, for Dr. Frank H. Lahey, Past President of the 
Association, who addressed the House as follows: 

Mr. Speaker, Members of the House: 1 am compelled to 
come here and speak to you on this subject because I want to 
bring to those of you who are interested in the future of 
medical education an encouragement that to me is very stimu- 
lating. I have been a trustee of the National Fund for 
Medical Education now for two or three years. I have become 
interested in it. I have come to know the men behind it. I 
have traveled over the country with it, and I know enough 
about it and what it is doing so that I feel able to bring you 
some information concerning what is going on in it, what the 
future offers for it, and what the possibilities in the way of 
aiding the yearly deficit of medical schools are. 

First of all, I must be extremely careful that you do not 
think I am interjecting myself into your program of contri- 
butions from doctors. That should and will remain in your 
hands, but my interest is to be an individual, if you please, 
who perhaps links your efforts with the efforts of the National 
Fund for Medical Education, dealing particularly with industry 
and industrialists. Why should I interest myself in this project? 
Mrs. Lahey says it is because I don’t know any better, but 
actually it is possible, it seems to me, to do something for 
medical education in this capacity which will be helpful. Dr. 
Henderson and his group handle the contributions from the 
medical profession, which have been tremendously encourag- 
ing to present to industry. But let me at least be one of the 
professional group who is in contact with those officers of the 
National Fund for Medical Education who can go out with 
them and present to industry our viewpoints and our knowl- 
edge of what the actual situation is. 


You have, as I am sure you all know, in the three previous 
years, upped your contributions in one form or another from 
around half a million to around 750 thousand dollars. I have 
Jerry Ade here who lives with this problem and represents the 
office, and he tells me that the contributions are now in the 
neighborhood this year of a million and a half. If you include 
in your contributions those to the medical schools of which 
you are graduates, this now runs in the neighborhood of 3 
million dollars. This, | believe, is an answer to any questions 
which we may meet as we travel over the country—why don’t 
the doctors do it themselves? Actually the doctors have out- 
done industry. I don’t believe in the long run they will, but I 
would like perhaps to give you some information which shows 
what industry is really doing, and I would like to pay tribute 
to those men in industry who have participated in this. I refer 
to such men as President Hoover. President Hoover's willing- 
ness to take part in this, to stay up nights and talk to groups, 
has been tremendously stimulating to me. Sloan Colt, the 
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president of one of the large banks in this city, has been 
traveling the country. There is Colby Chester, Chairman of 
the Board of General Foods, who has shown a deep interest 
in traveling all over the country addressing organizations. He 
has used all of his contacts with the National Association of 
Manufacturers, of which he is a member, and I think a past 
president, to encourage their interest in this problem. 


We are making headway in interesting industry in the 
roughly ten million dollars a year deficit the medical schools 
run. I should like to say to you also that it won't be long 
before we shall have more accurate figures as to what the real 
deficit is, because we are now in the process of trying to 
accumulate that information. The committees that have been 
working on this have found that industry knows little about 
what this project is. In meetings in Denver, Philadelphia, 
Chicago, and various other places, I find that industry has a 
very cloudy idea of what this project is. They satisfy them- 
selves with the idea that they contribute to their local hospitals 
and their local research problems, but they are not aware that 
it is the purpose of this organization to inform them that this 
project is of deeper significance than the maintenance of local 
hospitals, and we would not want to hurt them or the Red 
Cross. Without the production of doctors, without the free 
enterprise in the training of medical students, the Heart Fund, 
Red Cross, Polio, local hospitals, all, are in serious danger of 
state control, against which you have worked so successfully. 


We recognize that we have a good Administration, but we 
are not sure what the coming administrations may be. We 
know also that once we let this go and it gets into the hands 
of government, it is very likely that we will never recover it, 
because such has been the history of all projects which have 
gone into the hands of government. In addition to that, you 
get into the position of letting government do it if they will, 
and that is an important psychological factor. When we went 
to Denver, as we did, we went away all convinced that these 
industrialists became aware of what the real situation is, that 
they became interested in it and enthusiastic in developing 
committees in their communities. They, I believe, will be able 
to provide more and more each year. 

It will be of interest, from these figures with which Mr. 
Ade has provided me, to note that there is an increase over 
1952 for the first five months of this year, that the amount 
of gifts is 64 per cent ahead of last year, and that the number 
of gifts is 175 per cent ahead of last year. The renewal rate 
last year was 73 per cent, and this year it is practically 100 
per cent. The number of gifts is more in the first five months 
by 340 this year than was available in the whole of last year. 

I want to give you just some idea of what these men do so 
altruistically. Juan Trippe, for instance, provides this group 
with a private plane from Pan American with two pilots that 
transport them over the country—New York City, Chicago, 
Denver, Des Moines, Detroit, St. Louis, Cleveland, Pittsburgh, 
Philadelphia, and New York City again; that is where they 
went last year. These committees are set up with chairmen 
for groups, such as furniture, plumbing, steel, brewers, and 
so on. It is extremely encouraging to me to see how prac- 
tically and how well this project has been organized. We find 
that television and radio stations throughout the country are 
cooperating, and that literally thousands of people are being 
informed on this subject. There has been front-page publicity 
in the newspapers, there have been all kinds of radio com- 
munications and programs. Another impressive thing has been 
the willingness of President Eisenhower to commit himself, 
over his own signature, in a letter to the effect that this project 
must go forward. 

I have felt that the Clinic should make a donation to this 
fund, and it is so close to my heart that I told Jerry Ade 
this morning that I didn’t want him to feel we had lost in- 
terest, but our contribution should be, we believe, as yours 
should be, through medicine, and we want you to know that 
a real effort and a sound one is being organized to get business 
to participate. 


J.A.M.A., June 27, 1953 


Colby Chester has said something to business which ig so 
true, and it will come to be effective, and that is that business 
has been in jail over the past years, and he has said to 
business, “You must realize that you must do more than give 
away five-eighths of one per cent of the 5 per cent that you 
are permitted to give, and that this is one of the gifts that 
will pay you in industry a very high reward.” They are be. 
coming more and more conscious of it, and we feel that if 
you will go on and set the example that you have in the way 
of contributions for this project, we can encourage the busi- 
nessmen to do as much and preserve medicine from that fate 
which none of us wants to see come about, and that is govern- 
ment dominance. 


Thank you very much for the opportunity of presenting this 
subject to you. 


Resolution on Expression of Appreciation to 
Physicians of Korea 


Dr. Robert L. Novy, Michigan, presented the following 
resolution, which was referred to the Reference Committee on 
Legislation and Public Relations: 

WuereEas, Our valiant allies, the people of Korea, have suffered 
incalculably since the invasion of the Republic of Korea by the Com- 
munist North Korean People’s Republic; and 

WHEREAS, the individual physicians of the Korean Medical Associ- 
ation, a member of the World Medical Association, have shown great 
courage and personal sacrifice against almost insurmountable odds in 
meeting the medical needs of their people; therefore be it 

Resolved, That the House of Delegates of the American Medical 
Association, in session in New York on June 3, 1953, express to the 
Physicians of Korea and the Korean Medical Association our deep and 
sincere appreciation and admiration for their personal courage and 
devotion to their nation and their fulfillment of the highest traditions 
of the medical profession and our firm intention to aid our colleagues, 
the physicians of Korea, both in substance and in spirit. 


Report of Reference Committee on Reports of Board of 
Trustees and Secretary 


Dr. George S. Klump, Chairman, submitted the following 
report, which was adopted: 


The resolution introduced by Dr. Robert L. Novy express- 
ing appreciation of the American Medical Association to 
physicians of Korea is heartily endorsed by your committee. 
It is suggested that the sentiments expressed might well be 
transmitted through Ambassador Yang, who is a Doctor of 
Medicine. 


Resolutions on Dr. Donald G. Anderson 


Dr. Herbert B. Wright, Ohio, introduced the following reso- 
lutions, which were adopted by a unanimous, rising vote: 


WHerEAS, Dr. Ronald G. Anderson is terminating his position as 
Secretary of the Council on Medical Education and Hospitals to assume 
the office of Dean of the Medical School of the University of Rochester, 
New York; and 

WuerEAs, For more than seven years Dr. Anderson has efficiently 
and effectively carried out the duties of his office of Secretary to the 
Council; and 

Wuereas, He has set an example by his integrity, capacity, and 
efficiency and has won the regard of this House; therefore be it 

Resolved, Fhat this House, by adopting these resolutions, hereby 
express its sense of loss of the services of an able man; and be it 
further 

Resolved, That this House herewith express its sincere best wishes 
for every success for Dr. Anderson in his new endeavor; and be it 
further 

Resolved, That after being spread on the minutes of this the annual 
session of the House of Delegates of the American Medical Association, 
suitable copies of it be made and forwarded to Dr. Anderson and to 
Dr. DeKiewett, President of the University of Rochester. 


Resolution on Crippled Children’s Programs 
Dr. Cleon A. Nafe, Indiana, introduced the following reso- 
lution, which was referred to the Reference Committee on 
Hygiene and Public Health: 
Wuereas, Section 200.9 of Part 12-4 of Regulations for Maternal and 


Chiid Health and Crippled Children’s Programs, entitled “Crippled 
Children’s Program; Diagnostic Services,” states as follows: “State 
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Plans for Crippled Children’s Services shall provide that the diagnostic 
services under the plan will be made available within the area served 
by each diagnostic center to any child (a) without charge, (b) without 
restriction or requirement as to the economic status of such child’s 
family or relatives or their legal residence, and (c) without any require- 
ment for the referral of such child by any individual or agency”; 
therefore be it 


Resolved, That the Board of Trustees work through whatever channels 
may be necessary to eliminate this section of the Regulations, the same 
being a socialistic regulation. 


Report of Reference Committee on Hygiene and 
Public Health 


Dr. Everett P. Coleman, Chairman, submitted the following 
report, which was adopted: 


Resolution on Crippled Children’s Programs: This resolution 
is required because of the fact that bureaucratic regulations 
from the Children’s Bureau require that no Means test be 
used and that a state which does not submit to these require- 
ments can have no funds allocated to it. Your committee 
recommends the adoption of this resolution. 


Resolution on Remarks of Commander of American Legion 


Dr. Richard L. Meiling, Ohio, introduced the following 
resolution, which was referred té the Reference Committee 
on Legislation and Public Relations: 


Wuereas, Mr. Gough stated: “. . . Recognizing the sacrifice of the 
doctor who serves—and serves again—you have supported legislative 
efforts to gain special financial recognition for the doctor in uniform,” 
is not correct in fact nor in its implication as to the medical profession’s 
motives or to the motives of the physicians in uniform versus the so- 
called “benefits” for veterans in general; and 

WuereEas, The history of legislative action with reference to the 
incentive or “equalization pay” for physicians, dentists, and veterin- 
arians of the U. S. Public Health Service and the Armed Forces was 
proposed in 1947 to aid in the procurement of health professional 
officers for the “regular eorps’—to wit, that physicians and dentists 
in federal service who paid from personal funds for both their under- 
graduate and postgraduate education, there be “equalized” the benefits 
provided the “regulars of the line” who received their education at West 
Point or Annapolis at the expense of the government; therefore be it 

Resolved, That the House of Delegates now im session protest 
the implied slur on the patriotism and motives of physicians serving in 
the uniform of the Armed Forces and the U. S. Public Health Service 
as implied by Mr. Gough, and that the Editor of The Journal of the 
American Medical Association make public the true facts concerning 
“equalization pay” for psysicians, dentists, and veterinarians serving in 
the Armed Forces and the U. S. Public Health Service. 


Report of Reference Committee on Legislation and 
Public Relations 

Dr. George S. Klump, Chairman, presented the following 
report, which, after discussion, was adopted: 

The resolution introduced by Dr. Richard L. Meiling has 
been withdrawn after proper consultation with the sponsors 
and with their consent. Your reference committee offers the 
following substitute resolution: 

Resolved, That the Editor of The Journal of the American Medical 
Association make public the true facts concerning “equalization pay” 
for physicians, dentists, and veterinarians serving in the Armed Forces 
and the U. S. Public Health Service. 


Gift of Woman’s Auxiliary to American Medical 
Education Foundation 

Dr. Elmer L. Henderson, Past President, announced that 
the President of the Woman’s Auxiliary, Mrs. Ralph B. 
Tusden, had presented him with a check of $10,000, for the 
American Medical Education Foundation; that this is the third 
year in succession that the Auxiliary has contributed this 
amount, and that in addition a state committee of the 
Auxiliary has raised $21,500 which has been turned over to 
the Foundation. 

World Medical Association 
As Chairman of the United States Committee of the World 


Medical Association, Dr. Elmer L. Henderson announced that 
application blanks for membership in the United States Com- 
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mittee were available at this meeting of the House and ap- 
pealed to the delegates to support the World Medical Associ- 
ation by becoming members of the United States Committee. 


Death of Dr. Leslie S. Kent 
The Speaker read a telegram announcing the death of Dr. 
Leslie S. Kent, Eugene, Ore., the first woman physician to 
serve as President of the Oregon State Medical Society and a 
former alternate delegate to the American Medical Associ- 
ation. 
The House rose in silent tribute to Dr. Kent. 


Expression of Appreciation 

Dr. Hollis E. Johnson, Chairman of the Reference Commit- 
tee on Rules and Order of Business, presented the following 
motion, which was duly seconded and adopted: 

The Reference Committee on Rules and Order of Business wishes to 
move that we express our appreciation to Mr. O’Brien of the G. D. 
Searle Company for a delightful social hour at luncheon, and that we 
request Mr. O’Brien to transmit our thanks and appreciation to Mr. 
Searle who was not able to attend this meeting because of the marriage 
of his daughter in Chicago. We thank him for this delightful occasion, 
and we convey our best wishes to the bride and groom. 


Election of Officers 
The following officers were elected: 


President-Elect: Dr. Walter B. Martin, Norfolk, Va. 

Vice President: Dr. Carl H. Gellenthien, Valmora, N. Mex. 

Secretary: Dr. George F. Lull, Chicago. 

Treasurer: Dr. J. J. Moore, Chicago. 

Speaker, House of Delegates: Dr. James R. Reuling, Bayside, N. Y. 
Vice Speaker, House of Delegates: Dr. E. Vincent Askey, Los Angeles. 


Members, Board of Trustees: Dr. Edwin §. Hamilton, Kankakee, III.; 
Dr. Gunnar Gundersen, La Crosse, Wis.; Dr. Julian P. Price, Flor- 
ence, S. C. 


Drs. Hamilton and Gundersen were elected to succeed 
themselves, and Dr. Price was elected to fill the unexpired 
term of Dr. Walter B. Martin. 

Member, Judicial Council: Dr. George A. Woodhouse, Pleasant Hill, 
Ohio. 


Members, Council on Scientific Assembly: Dr. Henry R. Viets, 
Boston; Dr. Charles H. Phifer, Chicago. 


Members, Council on Medical Education and Hospitals: Dr. Victor 
Johnson, Rochester, Minn.; Dr. Leland §. McKittrick, Boston. 


Members, Council on Medical Service: Dr. Louis M. Orr II, Orlando, 
Fla.; Dr. Robert B. Homan Jr., El Paso, Texas. 


Member, Council on Constitution and ByLaws: Dr. Stanley H. Osborn, 
Hartford, Conn. 


Election of Affiliate Members 
On nomination by the Judicial Council: 


Dr. Jon H. Rouch, Oubangui-Chari, French Equatorial Africa. 
Dr. Bernarr B. Johnson, Addis Ababa, Ethiopia. 
Dr. Edward M. Morgenstern, Mexico City, Mexico. 


On nomination by the Section on Experimental Medicine 
and Therapeutics: 


F. Royce Franzoni, Arlington, Va. 
Kalman I. Perlman, Chicago. 


Motions of Appreciation 


Dr. Hollis E. Johnson, Chairman of the Reference Commit- 
tee on Rules and Order of Business, presented the following 
report and motions, which were adopted individually: 

Mr. Speaker and Members of the House of Delegates of the 
American Medical Association: Your Reference Committee on 
Rules and Order of Business, acting for the House of Dele- 
gates, wishes to make some brief motions expressing com- 
mendation and appreciation to the various Councils, Commit- 
tees, persons and organizations whose untiring and unselfish 
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efforts have contributed so much toward making this, the 102d 
Annual Meeting of our Association, such a wonderful success. 


1. Your reference committee moves that a sincere vote of 
thanks and appreciation be extended to the Local Committee 
on Arrangements, under the able chairmanship of Dr. J. 
Stanley Kenney, for the very efficient plans of this gigantic 
meeting which have helped so much in the orderly and fric- 
tionless operation of its procedures. 


2. To the Subcommittee on Delegates’ dinner under the 
chairmanship of Dr. William B. Rawls. Mere words cannot do 
justice to the evening of wonderful entertainment afforded us 
by the New York doctors. 


3. To the Secretary’s Office and staff, under the capable 
direction of Mrs. Cascio, whose untiring efforts through long, 
weary hours have contributed so much to the success of this 
meeting,! and to the public relations bureau and staff of the 
headquarters office. 


4. To the management and all the staff of the Waldorf- 
Astoria Hotel for the excellent preparations made for the 
meeting of this House of Delegates and the other activities 
of our medical organization and for the efficient execution 
thereof. 

5. To the Convention Bureau of New York City and all 
the other hotels of this city that have helped in any way to 
make this meeting so successful. 

6. To the following television and radio networks for 
their excellent coverage of the activities of our Association: 
CBS-TV; NBC-TV; United Press Movie Tone-TV; WABC- 
TV; All Star News and WOR-TV, and the following radio 
networks: ABC, CBS, and NBC, and further to the various 
radio stations in New York City which made several broad- 
casts of the activities of our Association daily, and to the 
newspapers of New York City for their excellent coverage of 
our activities. 

7. To Jean Hersholt for his sympathetic interpretation of 
The Family Doctor, to his company of players and the 
Chesebrough Manufacturing Company for making this pro- 
duction possible. 

8. To the various Councils and Reference Committees of 
this House of Delegates for their diligent studies of the many 
resolutions that passed through their hands. 

9. To the scientific sections for their excellent programs 
and to all the exhibitors, both scientific and commercial, for 
their valuable contributions to the success of this meeting. 

10. To the Doctors’ Orchestral Society of New York for 
the program of music presented for the Presidential In- 
auguration. 

11. Last, but far from least, to the Speaker and Vice 
Speaker of the House of Delegates for their usual fair and 
judicious handling of the proceedings of the House. 


Motion of Appreciation to Dr. Elmer L. Henderson 
Dr. Paul A. Davis, Section on General Practice, moved that 
the House of Delegates express its appreciation for the won- 
derful work done by the Past President, Dr. Elmer L. Hender- 
son, as Chairman of the American Medical Education 
Foundation. 
The motion was duly seconded and adopted by a rising vote. 


Introduction and Remarks of Mrs. Ivy Baker Priest, 
Treasurer of the United States 
Dr. George M. Fister, Utah, received the privilege of the 
floor to introduce Mrs. Ivy Baker Priest of Utah, Treasurer 
of the United States, who addressed the House as follows: 


1. Mrs. Bess McDonald Spies, Miss Mary McGovern, Miss Juelina 
Williams, Mrs. Mary DeStefano, Miss Hazel Hopkins, Miss Eleanor 
Sirio, and Mrs. Ida May Cascio were introduced and received the 
plaudits of the House. 


J.A.M.A., June 27, 1953 


Mr. Chairman and Distinguished Doctors: 1 am delighted 
to be here. I was greatly surprised to find myself designateg 
for this position. I am delighted to have it, very proud to 
have it, very proud to be part of this Administration. I realize 
that this Administration has a very difficult role in the next 
four years, a role that it must meet fearlessly and courage. 
ously, because the job that must be done for the good of this 
country is not easy. It is very difficult, and it will require 
patience, understanding, and support from the peoples of 
these United States everywhere. It can’t be done overnight, 
and very definitely it is going to require a great deal of 
courage, perserverance, understanding, and, above all, de- 
liberation, for a sound basis upon which to build for the 
future. You see, the course that must be followed is not 
popular, very unpopular, as a matter of fact, but for the good 
of this country it must be done. And so I am very proud to 
be part of this Administration. 

As Treasurer of the United States, I have no policy-making 
powers. I can’t say how the money shall be spent. I just spend 
it according to the way I am directed by Congress and by the 
Treasury Department. But I do know this, that a very real 
effort on the part of those who are making policy in this 
Administration will be put forth to see to it that we do present 
a program that will have a sound basis upon which this coun- 
try can grow. We may be hurt a little; we will be hurt a 
little. I think we expect that. But far better to be hurt a little 
in an orderly readjustment to a sound base from which we 
can build than to have had a complete collapse which might 
very well have happened, and financial collapse would cer- 
tainly have been chaotic, not only for this country but for 
the world. 

And so my few words would just be to help this Adminis- 
tration, and your forebearance, your understanding, your 
patience, and your forebearance, and I am sure that every 
effort will be put forth by those in charge during these next 
four years to do a job for America. 


Address of President-Elect Walter B. Martin 


The newly elected President-Elect, Dr. Walter B. Martin 
was brought to the platform, and addressed the House as 
follows: 

Mr. Speaker, Members of the House of Delegates: You have 
conferred on me a great honor. You have placed on me an 
equally great responsibility. I wish to express to you my deep 
appreciation for the confidence that you have shown in me 
by so doing. After twenty years in the House of Delegates, 
on the Council on Medical Service and the Board of Trustees, 
it stirs my soul and lifts my heart to know that my friends 
and associates have that much regard for me. I would be bold 
indeed in accepting this responsibility were I not moved by 
some sense of misgiving as to my ability to measure up to 
the high requirements of this great office. You have been most 
fortunate in the caliber of men who have served you in the 
past in this position, and I hope that I can follow their leader- 
ship and bring to the American Medical Association the ac- 
complishments in some measure that they have. 

I can give you one assurance, however, and that is a 
complete devotion to American medicine, its aims, its pur- 
poses, its ideals. To accomplish these purposes, I know I can 
rely on you and all our associates here in bringing effective 
support to anything that I do. I am persuaded that the policies 
laid down by this House have been sound policies, and that 
our cause is just, that in our labors here together we are 
working not for economic gains for ourselves, but to serve 
the cause of all the people, just as you as individual doctors 
serve your own patients for their best interests. To the end 
that our purposes may be accomplished and our policies con- 
tinued, I pledge to you the full measure of my strength, 
physically, bodily, and mentally. I want to thank you in- 
dividually and as the representative body of the American 
Medical Association for this great honor, and I accept the 
responsibility. 

The House adjourned sine die at 3:05 p. m., Thursday, 
June 4. 
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ALABAMA 
Medical Officer Needed.—The headquarters of the Mobile 
Air Materiel Area, Brookley Air Force Base, is seeking a 
medical officer (male or female, with experience in occupa- 
tional medicine) to serve as civilian chief of the civilian 
dispensary at an entrance salary of $7,040 a year. This officer 
will be in charge of the industrial medical program for civilian 
employees, give emergency treatment to personnel injured on 
the reservation, prepare reports of examinations, determine 
type of work for which personnel are physically qualified, and 
exercise professional supervision over nurses, laboratory tech- 
nicians, and clerical personnel. Applicants must have had at 
least one year of responsible professional experience. One 
year of an approved residency may be accepted for this one 
year of required experience, but the internship may not be 
included. Postgraduate experience as a teacher in this field 
in an approved school of medicine may be accepted toward 
meeting the experience requirements. Applicants should sub- 
mit completed form 57 to Employment Unit, Building S-153, 
Brookley Air Force Base, Alabama. Application forms may 
be secured at the nearest post office or from Mr. W. N. 
Ballard, Chief, Civilian Personnel Branch, Brookley Air Force 
Base, Alabama. 


ARKANSAS 

University News.—The Arkansas General Assembly recently 
took action that assures the completion of the University of 
Arkansas Medical Center in Little Rock at a total cost of about 


Proposed University of Arkansas Medical Center 


13 million dollars. The first unit in the center, a 450 bed 
teaching hospital and clinic, now under construction, is expected 
to be completed in the fall of 1954. The recent legislative 
action makes possible the construction and equipping of a build- 
ing to house the school of medicine, the school of pharmacy, 
and a newly established collegiate school of nursing, as well as 
a women’s dormitory to house students in the school of nursing 
and other women students. The entire medical center is 
expected to be ready for occupancy in 1955. 


Personal.—Dr. Leslie H. Wright, manager of the VA Hospital 
in Fayetteville, was recently elected chairman of the Fayette- 
ville Community Chest——Dr. Richard W. Miller, Fayette- 
ville, has been appointed chief of staff of the Washington 
County Hospital, Fayetteville. Dr. Jabez F. Jackson, New- 
Port, was recently named president of the Newport Rotary 
Club.— Dr. Lorenzo D. Massey, Osceola, was recently named 
“man of the year” by the Chamber of Commerce and was pre- 
sented with a desk set. Dr. Massey, who has practiced in 


Physicians are invited to send to this department items of news of general 
imterest, for example, those relating to socicty activities, new hospitals, 
education and public heaith. Programs should be received at least three 
weeks before the date of meeting. 
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Osceola for 30 years, is chairman of the South Mississippi 
County Medical Association, a member of the hospital com- 
mittee of the Chamber of Commerce and of the board of the 
Mississippi County Hospitals, and president of the Osceola 
Kiwanis Club. 


CALIFORNIA 

Dr. Blumer Honored.—At the annual meeting of the Con- 
necticut State Medical Society in Hamden, Dr. George Blumer, 
San Marino, president of the Connecticut society in 1920- 
1921 and a member since 1907, was elected to honorary 
membership. Dr. Blumer was formerly professor and dean at 
the Yale University School of Medicine, New Haven, Conn. 


Diabetic Camps.—According to the Los Angeles Diabetes 
Newsletter, there are two camps for diabetic children in Cali- 
fornia. Uni-Betic Camp, sponsored by the nonprofit Los 
Angeles Metabolic Clinic and directed by Dr. William H. 
Grishaw, is held for two weeks only and is limited to 70 
children, with more than half drawn from the clinic at 
Childrens Hospital. Camp site (in the mountains above Red- 
lands), counselors, and staff are “loaned” for the period by 
University Camp, an all-summer project of the University 
Religious Conference, University of California at Los Angeles. 
Camp Whitaker, in the mountains above Fresno, near King’s 
Canyon National Park, directed by Dr. Mary B. Olney of 
the University of California Medical School in San Francisco, 
is maintained for two 2-week periods each summer. For in- 
formation write Dr. Olney at 1429-4th Ave., San Francisco 
22. For information concerning the 16 other camps for dia- 
betic children in the United States write: Chairman, Commit- 
tee on Camps, American Diabetes Association, 11 W. 42nd 
St., New York 36. 


ILLINOIS 
Society News.—The Illinois Psychiatric Society has elected 
the following officers: president, Dr. Alfred P. Bay, Manteno, 
vice-president, Dr. Harry H. Garner, Chicago, secretary- 
treasurer, Dr. Louis B. Shapiro, Chicago, and councilors, Drs. 
Jules H. Masserman and Helen V. McLean, Chicago. 


Cancer Grants.—The Illinois Division of the American 
Cancer Society has allocated $57,560 for research in cancer. 
Dr. Samuel G. Taylor III, clinical associate professor of 
medicine, University of Illinois College of Medicine, Chicago, 
received the largest of nine grants ($11,568) for study of the 
effects of hormones and various surgical procedures in car- 
cinoma. 


Appoint Director of Cleft Palate’ Institute——Dr. Frederick 
W. Merrifield, professor emeritus of surgery, Northwestern 
University Medical School, Chicago, has been appointed di- 
rector of the Northwestern University Cleft Lip and Palate 
Institute. Dr. Merrifield, one of the founders of the institute, 
is a staff member of Passavant Memorial Hospital and Chil- 
dren’s Memorial Hospital, and the Evanston Hospital Associ- 
ation. When the institute was established in 1946, $25,000 
was allocated to it from a grant for the rehabilitation of 
children with facial deformities. Research and education also 
are phases of the institute program. 


Chicago 
Dr. Huggins Wins Award.—At the annual Symposium on 
Fundamental Cancer Research, sponsored by the University 
of Texas M. D. Anderson Hospital for Cancer Research, 
Houston, the Bertner Foundation award was bestowed on Dr. 
Charles B. Huggins, professor of surgery, University of 
Chicago School of Medicine, for his studies in controlling 
human cancer by physiological methods. Dr. Huggins de- 
livered the annual Bertner lecture. His subject was “The Con- 
trol of Human Cancer by Hormonal Methods.” 
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Dr. Richmond Goes to Syracuse.—Dr. Julius B. Richmond, 
professor of pediatrics, the University of Illinois College of 
Medicine, and superintendent of the Institute for Juvenile 
Research, has been appointed professor of pediatrics at State 
University of New York College of Medicine at Syracuse. 
Dr. Richmond will be the first full-time professor of pediatrics 
on the college staff, succeeding Dr. Tyree C. Wyatt, who 
administered the department on a part-time basis and will 
continue as clinical professor of pediatrics. After an intern- 
ship and residency in Chicago hospitals, Dr. Richmond gradu- 
ated from the U. S. School of Aviation Medicine and served 
as Chief Flight Surgeon, Army Air Force, Central Instructors 
School, Randolph Field, Texas. He was lecturer in com- 
municable diseases at the Cook County School of Nursing, 
lecturer at the School of Social Welfare Administration, and 
lecturer in biology of human development at the Institute for 
Psychoanalysis in Chicago, and in 1948 was appointed a John 
and Mary R. Markle Foundation Scholar in the Medical 
Sciences for a five year period. He was for three years co- 
editor of the “Yearbook of Pediatrics.” 


MASSACHUSETTS 


Grant for Geriatrics Study.—A three year grant of $112,688 
has been received from the W. K. Kellogg Foundation of 
Battle Creek, Mich., to finance a program in geriatrics at the 
Harvard School of Public Health, Boston. Dr. Hugh R. 
Leavell, head, department of public health practice, will be 
chairman of the group. 


Protein Foundation Formed.—Gov. Christian A. Herter re- 
cently delivered to seven business and scientific leaders a 
charter for a new nonprofit corporation, Protein Foundation, 
Incorporated, which “will hold and administer patents cover- 
ing discoveries of importance in the field of therapeutics and 
public health, arrange for research and development work to 
make available laboratory discoveries of use to the medical 
profession, and provide support for continuing basic scien- 
tific research.” Trustees of the foundation are Chester I. 
Barnard, D.Sc., New York, chairman, former president of the 
Rockefeller Foundation and now chairman of the National 
Science Foundation; Mr. James S. Adams, New York, chair- 
man, executive committee, American Cancer Society; Detlev 
W. Bronk, Ph.D., president of Johns Hopkins University, 
Baltimore, and of the National Academy of Sciences; Mr. 
Paul Foster Clark, Boston, chairman, national advisory com- 
mittee, American Heart Association; Wilbur K. Jordan, Ph.D., 
president, Radcliffe College, Cambridge; William M. Rank, 
deputy director of the Mutual Security Agency; and James 
Norman White, A.B., Boston, the investment firm of Scudder, 
Stevens and Clark. The foundation will hold all patents on 
inventions in the fields of medicine and public health that 
have resulted from work by Edwin J. Cohn, Ph.D., and his 
associates in the Harvard University Laboratory of Physical 
Chemistry Related to Medicine and Public Health, and by 
scientists who have collaborated with the laboratory. The 
foundation will administer such patents wholly in the public 
interest, following the policy of Harvard University, which 
requires that no patent shall be taken out by a member of the 
university in the field of therapeutics or public health unless 
it shall be made available in an appropriate manner for the 
public benefit, without profit to the inventor, the university, 
or the foundation. The technical advisers to the foundation, 
the Commission on Plasma Fractionation and Related Proc- 
esses, under the chairmanship of Dr. Cohn, include: Dr. G. 
J. Dalldorf, chief of laboratories, New York State Depart- 
ment of Health, Albany; J. Enders, Ph.D., associate professor 
of bacteriology and immunology, Harvard Medical School, 
and chief of the research division of infectious diseases, Chil- 
dren’s Medical Center, Boston; Dr. C. A. Janeway, Rotch 
Professor of Pediatrics, Harvard Medical School and phy- 
sician-in-chief of Children’s Hospital, Boston; Dr. T. D. Jones, 
medical director, Helen Hay Whitney Foundation, New York; 


Dr. R. I. Lee, Boston, member of the Harvard Corporation; ~ 


Dr. G. Scatchard, PhD., professor of physical chemistry, 
Massachusetts Institute of Technology; and Dr. J. Stokes Jr., 
Children’s Hospital, Philadelphia. 
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MICHIGAN 


Society News.—The Michigan Society of Neurology anq 
Psychiatry recently elected Dr. Willard W. Dickerson, Caro 
president, Dr. Orus R. Yoder, Ypsilanti, president-elect, Dr. 
Benjamin Jeffries, Detroit, secretary, and Dr. Louis Koren 
Eloise, treasurer. ? 


Personal.—An award for “distinguished service in medicine” 
has been presented by the Alumni Association of the Univer- 
sity of Kansas, Lawrence-Kansas City, to Dr. Elwood A. 
Sharp, director of clinical investigation for Parke, Davis & 
Company, Detroit, since 1929. Before engaging in his research 
work in Detroit, Dr. Sharp served 13 years in the medical 
corps of the United States Navy, attaining the rank of liey- 
tenant commander. Dr. Henry S. M. Uhl, Detroit, has 
accepted appointment as medical education director of the 
Worcester (Mass.) City Hospital. Dr. Uhl, an attending staff 
member of the City of Detroit Receiving Hospital, was for- 
merly affiliated with Johns Hopkins Hospital, Baltimore, 
Henry Ford Hospital, and Wayne University College of 
Medicine, Detroit, where he directed research projects in 
arteriosclerosis and conducted a seminar on ethics and re- 
ligion in relation to the profession of medicine. 


NEW YORK 


University News.—At the annual meeting of the New York 
State Hospital Medical Alumni Association, the following 
officers were elected: Dr. Clarence P. Oberndorf, New York, 
president, Dr. Richard L. Frank, New York, vice-president, 
and Dr. Samuel R. Lehrman, New York, secretary-treasurer. 


Clinic for Alcoholics—A daytime branch of the Rochester 
Clinic for Treatment of Alcoholism, which opened April 15 
in Rochester General Hospital, with Dr. Harold C. Bonner 
as medical director, was made possible by a $10,000 grant 
from the New York State Mental Health Commission. The 
new clinic, open every Wednesday from 9 a. m. to 5 p. m., 
will more than double Rochester clinic facilities for alcoholics. 
According to Dr. Ernest M. Gruenberg, Syracuse, executive 
director of the Mental Health Commission, the $10,000 grant 
from the commission is matched by contributions from Gen- 
eral Hospital, the Health Bureau, and the Health Association 
of Rochester and Monroe County. The state grant is part of 
a $100,000 fund appropriated to the Mental Health Commis- 
sion last year for development of a clinic program for chronic 
alcoholics. Other grants have already been made to the 
University of Buffalo Information and Rehabilitation Center 
for Alcoholism and to Syracuse Dispensary, Inc., and a fourth 
grant is pending in New York City. 


New York City 

Otologists Honor Dr. Lempert.—The American Otological 
Society recently presented the 1953 award of merit gold medal 
“for outstanding achievement” to Dr. Julius Lempert, together 
with an embossed resolution, stating: “Your investigations, 
carried on through trials which would have discouraged a 
lesser figure, have so perfected the fenestration operation that 
your technique is accepted throughout the world, and regarded 
as a boon to mankind. Your remarkable studies, superior 
surgery and inspiring teaching mark you as the one who has 
made the greatest single contribution to otology in this genera- 
tion.” 


Dr. Meleney Goes to Louisiana.—The retirement of Dr. Henry 
E. Meleney, Hermann M. Biggs Professor of Preventive Medi- 
cine, New York University College of Medicine, his appoint- 
ment as professor emeritus of the college, and his appointment 
to the faculty of Louisiana State University School of Medi- 
cine, New Orleans, as professor of research in medicine have 
been simultaneously announced. Dr. Meleney, who has served 
on the medical faculty of New York University since April, 
1941, has also been director of the preventive medicine service 
at the Medical Center’s University Hospital and associate 
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visiting physician at Bellevue Hospital. From 1920 to 1927 he 
was on the faculty of the Peking Union Medical College in 
China, and from 1927 to 1941 was associate professor of pre- 
ventive medicine at Vanderbilt University School of Medicine 
in Nashville, Tenn. He served as visiting professor of public 
health at the American University of Beirut in 1949, and for 
the past two years has been a visiting lecturer at the Harvard 
school of Public Health. Dr. Meleney, a past president of the 
,merican Society of Tropical Medicine and of the American 
Society of Parasitologists, is currently president of the Ameri- 
can Academy of Tropical Medicine. 


NORTH CAROLINA 

Course in Medical Mycology.—Duke University School of 
Medicine, Durham, announces a special summer course in 
medical mycology July 1-29 at the Mycology Laboratory, 
directed by Norman F. Conant, Ph.D. This is the seventh such 
course given at Duke since the establishment of its Fungus 
Registry in 1943, with the support of a grant from the Ameri- 
can Foundation for Tropical Medicine. 


OHIO 

Society News.—At the annual meeting in Cincinnati the 
Ohio State Medical Association installed Dr. Paul A. Davis, 
Akron, as president and chose Dr. Merrill D. Prugh, Dayton, 
as president-elect. Dr. Richard L. Meiling, Columbus, will 
continue to serve as treasurer and Mr. C. S. Nelson as 
executive secretary. The 1954 annual meeting will be held 
in Columbus, April 13-15, and the 1955 annual meeting in 
Cincinnati, April 19-21. 


Mission to Israel.—Dr. Milton Rosenbaum, professor of psychi- 
ary at the University of Cincinnati College of Medicine, 
recently went to Israel to assist in the establishment of a new 
department of psychiatry at the Hebrew University-Hadassah 
Medical School. His special assignment was made possible by 
a grant of $150,000 from the Julius and Marie Scheider 
Memorial Fund for Neuropsychiatry to the Hebrew University- 
Hadassah Medical School. The grant, covering a 10 year 
period, is specifically earmarked for psychiatric teaching and 
research, and for work in neurology. Dr. Rosenbaum, who will 
be in Israel between three and four months as visiting pro- 
fessor of psychiatry, will integrate the clinical resources of 
the Rothschild-Hadassah University Hospital and Outpatient 
Clinic, Lasker Mental Hygiene Clinic of Hadassah, Ezrath 
Nashim Mental Hospital, and the Talbieh Psychiatric Hospital, 
into the teaching program of the new department. 


OREGON 


Narcotic Violation.—Dr. William Leroy Teutsch, 3011 S. W. 
Alice St., Portland, was convicted in the U. S. District Court 
at Portland of violating the federal narcotic law. On March 10 
Dr. Teutsch was sentenced to serve a term of three years. 


Dr. Swan Awarded Medal.—Dr. Kenneth C. Swan, head, 
department of ophthalmology at University of Oregon Medi- 
cal School, Portland, was awarded the Proctor medal at the 
anual meeting in June of the Association for Research in 
Ophthalmology in New York. The Proctor medal, established 
i 1947 by Mrs. Francis I. Proctor in memory of her husband, 
4 Boston ophthalmologist, has been awarded only three times 
previously. Dr. Swan won the award as the result of nearly 
20 years of research on (1) drugs and their effects on diseases 
of the eye, (2) the basic physiology of ocular movements and 
abnormalities of coordination, and (3) the causes and _pre- 
vention of blindness. He has been instrumental in setting up 
4 state-wide ophthalmologic care program and a program for 
the prevention of blindness and the conservation of vision. As 
Part of this program, he and Dr. Leonard Christensen, as- 
‘stant professor of ophthalmology, are conducting, under a 
Kellogg Foundation grant, a three year survey in Oregon on 
causes of blindness. 
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PENNSYLVANIA 


Dr. Harvey Smith Receives Cancer Award.—Dr. Harvey F. 
Smith, Harrisburg, has received the American Cancer Society’s 
bronze medal and citation for “outstanding contributions” in 
the work of cancer control. Now in his 82nd year, Dr. Smith 
was one of the pioneers in cancer control work in Pennsylvania 
and a founder of the Wainwright Tumor Clinic program. He 
retired 10 years ago as chief of the surgical staff at the Harris- 
burg Hospital, but still is active in his professional career. A 
member of the first Commission on Cancer of the Medical 
Society of the State of Pennsylvania, he served continuously 
from the time of its formation in 1912 until 1933 and has 
subsequently been a member of the commission at various 
times. 


Philadelphia 


University News.—Dr. Russell S. Boles has been appointed 
professor of clinical medicine in the University of Pennsyl- 
vania School of Medicine. 


Hospital Health Museum.—Philadelphia’s new Lankenau Hos- 
pital, to be opened this year, will house a health museum, 
reportedly the first hospital health museum in the world. 
There will be permanent exhibits, including animated anatomy, 
supplemented by changing displays reflecting new advances in 
the health field. These will feature normal growth and develop- 
ment in relation to maternity, childhood, youth, maturity, and 
old age. The prevention of chronic and degenerative diseases 
will be part of the educational program. The museum and 
auditorium are made possible through a $300,000 gift. 


Personal.—Dr. Charles E. Price, medical director of Hahne- 
mann Hospital since 1948, will leave June 30 to become 
medical director of the General Hospital of Fresno County, 
Fresno, Calif. Dr. Price was formerly assistant administrator, 
Montgomery Hospital, Norristown, Pa. Dr. Russell S. 
Boles has been appointed a consultant to the National Cancer 
Institute, U. S. Public Health Service, Washington, D. C. 
Dr. Harry E. Bacon, professor of proctology, Temple Univer- 
sity School of Medicine, received the honorary degree of 
doctor of science from Ursinus College, Collegeville, June 1. 


WEST VIRGINIA 

Society News.—Dr. James K. Stewart, Wheeling, was recently 
elected president of the West Virginia Academy of Ophthal- 
mology and Otolaryngology; Dr. Benjamin W. Bird, Princeton, 
was named president-elect and Dr. Henry C. Hays, Williamson, 
vice-president; Dr. Frederick C. Reel, Charleston, was re- 
elected secretary-treasurer. The next annual meeting of the 
academy will be at the Greenbrier, White Sulphur Springs, May 
27-29, 1954..—Fred J. Holter, Ph.D., Morgantown, graduate 
advisor in the School of Physical Education of West Virginia 
University, and health education consultant to the state de- 
partment of health, has been elected chairman of the West 
Virginia Organizations’ Council, a new organization composed 
of groups interested in health, welfare, rehabilitation, recrea- 
tion, and allied fields. Dr. William H. Riheldaffer, Charleston, 
United Mine Workers’ medical administrator, was named 
secretary. The group plans to enlarge the organization to in- 
clude between 40 and 50 official and voluntary state groups 
“engaged in or otherwise concerned with providing services 
related to the well-being of the citizens of West Virginia.” 


WISCONSIN 

Civil Defense Medical Teams.—A new manual for the per- 
sonnel of mobile medical teams has been prepared and edited 
for the Office of Civil Defense by Warren H. Southworth, 
Dr.P.H., professor of health education at the University of 
Wisconsin, Madison. The manual contains information on the 
atomic bomb, state organization for civil defense, make-up 
of mobile medical teams, emergency treatment of disaster 
casualties, control of radiological hazards, and defenses 
against biological and chemical warfare. It also supplies sug- 
gestions for medical team instruction. The appendix carries 
a bibliography of helpful publications for medical team in- 
struction, and lists films and filmstrips for the same purpose. 
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GENERAL 


Casselberry Award——A sum of money having accrued from 
the Casselberry Fund of the American Laryngological Associ- 
ation, a prize will be offered in 1954 for original investigation 
in the art and science of laryngology or rhinology. Materials 
must be in the hands of the secretary, Dr. Harry P. Schenck, 
326 S. 19th St., Philadelphia, before March 1, 1954. 


Gift of Hormone Tablets to India.—A gift of more than 7 
million hormone tablets for free distribution in India through 
the Indian Medical Association has been made by White 
Laboratories, Inc., pharmaceutical manufacturers, Kenilworth, 
N. J., which offered them to the World Medical Association 
for distribution in a part of the world where economic con- 
ditions prevent large numbers of the persons from obtaining 
such drugs. 


Cerebral Palsy Award.—The Research Advisory Board of 
United Cerebral Palsy invites nominations for the third annual 
United Cerebral Palsy-Max Weinstein award (a plaque and 
$1,000) for the outstanding recent scientific achievement in 
the field of cerebral palsy. Nomination, accompanied by a 
short supporting statement, should be sent before Sept. 15 to 
Dr. Glidden L. Brooks, Medical Director, United Cerebral 
Palsy, 50 W. 57th St., New York 19. 


Tri-State Medical Journal.—This new journal is being pub- 
lished by the Tri-State Medical Association of the Carolinas 
and Virginia under the editorship of Dr. Richard B. Davis, 
Greensboro, N. C. The editorial board consists of Drs. Frank 
S. Johns, William R. Jordan, and Howard R. Masters, Rich- 
mond, Va.; Drs. William M. Nicholson and R. Burke Suitt, 
Durham, N. C.; Dr. Walter G. H. Pott, Greenville, N. C., and 
Dr. George R. Wilkinson, Greenville, S. C.; and Drs. Joseph 
I. Waring and Robert Wilson Jr., Charleston, S. C. 


Pharmaceutical Association Sponsors Contest—The New 
York State Pharmaceutical Association announces a nation- 
wide contest to discover an effective plan for eliminating the 
needless duplication and imitation of drug products. The 
contest, which closes Sept. 30, is open to everyone and offers 
three prizes: $500, $300, and $200. All entries must be 
“practical in nature and not of a visionary character” and 
“legal in concept under existing federal and state laws or at 
least not require the enactment of new legislation of doubtful 
constitutionality,” and must avoid anything that might sug- 
gest boycotting methods or procedures. Manuscripts, typed in 
triplicate, should be addressed as follows: Duplication, New 
York State Pharmaceutical Association, 117-119 E. 69th St., 
New York 21. 


Dermatological Meeting in Seattle—The Pacific Dermatologic 
Association will hold its annual meeting at the Olympic Hotel, 
Seattle, July 9-10. Dr. Norman N. Epstein, San Francisco, 
will deliver the presidential address on “The Role of Cho- 
lesterol Metabolism in Dermatology,” Thursday at 9 a. m., 
after which Dr. Earl D. Osborne, Buffalo, will speak on 
“Treatment of Cancer by the Dermatologist.” Dr. Osborne will 
also lead round-table discussions on malignant cutaneous 
lesions Thursday at 10:20 a. m., and industrial dermatoses at 
3 p. m. Other guest speakers will be Dr. Robert S. Pollack, 
San Francisco, (“Surgical Treatment of Advanced Epithelial 
Tumors”), Dr. Lloyd M. Farner, Seattle (“Rehabilitation in 
Industrial Dermatoses”), and Dr. Thrift G. Hanks, Seattle 
(“Industrial Dermatoses in the Aircraft Industry”). Dr. Thomas 
B. Fitzpatrick, Portland, Ore., will discuss melanomas during 
the morning session. A cocktail party and dinner for members 
and wives will be held at the Rainier Club at 6:30 p. m. The 
clinical meeting Friday at the University of Washington will 
be followed by luncheon round-table discussion groups, after 
which a histopathological seminar will be held. 


Transplantation Bulletin——Plans are under way to issue a 
quarterly Transplantation Bulletin, which will publish once 
yearly a list of all practicing physicians and research workers 
here and abroad who are interested in transplantation prob- 
lems. The registry will cover the fields of plastic surgery, 
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endocrinology, cancer, genetics, immunology, and e€Xperimen. 
tal morphology. The managing editors are Dr. Herbert Cop. 
way, Cornell University Medical College, New York, p; 
Ernst J. Eichwald, University of Utah College of Medicine 
Salt Lake City, and Nathan Kaliss, Ph.D., Roscoe B. Jackson 
Memorial Laboratory, Bar Harbor, Me. Dr. Blair O. Rogers 
Columbia University College of Physicians and Surgeons, 
New York, is. associate editor. The Transplantation Bulletin 
invites workers in medicine and biology interested in tissue 
transplantation to submit their names and fields of interest to 
Dr. Ernst J. Eichwald, University of Utah College of Megj. 
cine, Salt Lake City. A subscription fee of $3 to cover the 
expenses of printing the bulletin and maintenance of the 
registry and bibliography will be payable after publication of 
the first issue of the bulletin, probably in August. 


Prevalence of Poliomyelitis —According to the National Office 
of Vital Statistics, the following number of reported cases of 
poliomyelitis occurred in the United States, its territories, ang 
possessions in the weeks ended as indicated: 
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onference in Denver.—The Rocky Mountain Cancer 
e will be held at the Shirley-Savoy Hotel, Denver, 
der the sponsorship of the Colorado State Medical 
Society and the Colorado Division of the American Cancer 
society. The address of welcome by Dr. William A. Liggett, 
Denver, president of the Colorado State Medical Society, will 
_ followed by a symposium on hematuria (Dr. T. Leon 
Howard, Denver, presiding) in which Drs. Ralph M. Caulk, 
Washington, D. C., John R. McDonald, Rochester, Minn., 
Henry D. Diamond, New York, and Rubin H. Flocks, lowa 
city, will participate. Dr. Sam W. Downing, Denver, will 
reside at the round-table luncheon and Dr. Claude D. Bon- 
4 am, Boulder, president-elect, Colorado State Medical Society, 
at the afternoon session. First individual presentations by guest 
speakers include the following subjects: 
Cutaneous Manifestations of the So-Called Lymphoblastomas, Francis 
W. Lynch, St. Paul. 
Early Diagnosis of Premalignant and Malignant Lesions of the Colon, 
John W. Cline, San Francisco. 
Cancer of the Cervix: Why the High Death Rate When Most Early 
Cases Are Curable? Willard M. Allen, St. Louis. 
Mechanism of Spread of Carcinoma of the Breast. Cushman D. 
Haagensen, New York. 
Problem of Cervical Cancer as Viewed by a Radiotherapist, Ralph M. 
Caulk, Washington, D. C. 

Treatment of Special Complications of Lymphomas and Leukemias, 
Henry D. Diamond, New York. 
Treatment of Carcinoma of the Prostate, Rubin H. Flocks, Iowa City. 

Carcinoma of the Thyroid, John R. McDonald, Rochester, Minn. 


An informal banquet at 7 p. m. for physicians and their guests 
will be preceded by a social hour in the Lincoln Room. Dr. 
Lumir R. Safarik, president, Denver Medical Society, will pre- 
side over the Thursday morning session, Dr. Kenneth C. 
Sawyer, Denver, over the afternoon session, and Dr. John S. 
Bouslog, Denver, president, Colorado Division, American 
Cancer Society, at the round-table luncheon. 


Cancer C 
Conferenc 
July 8-9 un 


FOREIGN 

Congress of Hippocratic Medicine.—The International Congress 
of Hippocratic Medicine will conduct its Journées Médicales in 
Evian, France, Sept. 3-6. Papers will be delivered on the 
relations between hippocratism and general pathology, con- 
stitutional medicine, hygiene and therapy, surgery, and soci- 
ology. Enrollment must be received before Aug. 15. Informa- 
tion may be obtained from M. Paul Maubert, Direction 
Cachat, Evian (Haute-Savoie), France. Prof. Pierre Delore, 13, 
tue Jarente, Lyon, is in charge of scientific communications. 


Congress for the History of Science.—The International Con- 
gress for the History of Science, of which Prof. F. S. Boden- 
heimer, Hebrew University, Jerusalem, Israel, is president, will 
meet in Jerusalem during the first week of August under the 
auspices of the International Academy and the International 
Union for the History of Science. Among the physicians listed 
on the program for the section on medicine are Dr. Chester 
N. Frazier, Boston (“Medicine in the New Harmony of Robert 
Owen—1825-1827"); Dr. Hyman I. Goldstein, Camden, N. J. 
(‘Errors of Priority Credit in Medicine”); and Dr. Samuel M. 
Dodek, Washington, D. C. (“History of Human Tocography”). 


China and Nepal to Participate in WHO Program.—Pursuant 
(0 arrangements made by the World Health Assembly whereby 
China’s annual contribution, amounting to not less than 
$10,000, would be accepted for 1954, and payment equivalent 
0 $125,000 would be accepted on account of contributions to 
atrears, the Republic of China has announced resumption of 
active participation in the work of WHO. Nepal was accepted 
# the 80th full member of WHO at its meeting in Geneva. 
The program and budget committee of the assembly adopted 
in effective working budget of $8,497,700 to finance the 1954 
Program of WHO. This amount represents an increase of 
$12,605 over the 1953 budget but is $49,502 under the 
commendations made in January by the WHO Executive 
Board and the director-general Dr. Brock Chisholm. “The 
effective working budget” of the World Health Organization 
for 1954 will consist of assessments against the 70 active 
member States and 3 associate members plus casual income. 
The intangible assessments against 10 inactive members are 
currently omitted. 
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EXAMINATIONS 
AND LICENSURE 


BOARDS OF MEDICAL EXAMINERS 


ALASKA:* Anchorage and Juneau, Sept. 7. Sec., Dr. W. M. Whitehead, 
172 South Franklin St., Juneau. 

CoLorabo:* Reciprocity. Denver, July 14. Final date for filing applications 
was June 12. Exec. Sec., Mrs. B. H. Hudgens, 831 Republic Blidg., 
Denver. 2. 

COonNECTICUT:* Regular. Examination. Hartford, July 14-15. Sec., Dr. 
Creighton Barker, 160 St. Ronan St., New Haven. Homeopathic. Derby, 
July 14-15. Sec., Dr. Donald A. Davis, 38 Elizabeth St., Derby. 

DeELaware: Dover, July 14-16. Sec., Dr. Joseph S. McDaniel, 229 South 
State St., Dover. 

Guam: The Commission on Licensure will meet whenever a candidate 
appears or submits his credentials. Ex. Sec., Dr. Austin W. Matthis, 
Agana. 

Hawai: Examination. Honolulu, July 13-15. Sec., Dr. I. L. Tilden, 1020 
Kapiolani St., Honolulu. 

IpaHo: Boise, July 13-15. Exec. Sec., Mr. Armand L. Bird, 364 Sonna 
Bldg., Boise. 

hiinots: Chicago, July 7-9. Supt. of Regis., Mr. Fredric B. Selcke, Capito? 
Bidg., Springfield. 

Maine: Reciprocity and Examination. Augusta, July 14-15. Sec., Dr. Adam 
P. Leighton, 192 State St., Portland. 

MassacuHusetts: Examination. Boston, July 14-17. Sec., Dr. Robert C. 
Cochrane, Room 37, State House, Boston 33. 

Montana: Helena, Oct 5. Sec., Dr. S. A. Cooney, 214 Power Block, 
Helena. 

New Hampsuire: Concord, Sept. 9. Sec., Dr. John S. Wheeler, 107 State 
House, Concord. 

New Mexico:* Oct. 12-13, Santa Fe. Sec., R. C. Derbyshire, 227 E. Palace 
Ave., Santa Fe. 

NortH Carona: Reciprocity. Blowing Rock, Aug. 1. Sec., Dr. Joseph J. 
Combs, 716 Professional Bidg., Raleigh. 

NortH Dakota: Grand Forks, July 8-11. Sec., Dr. C. J. Glaspel, Grafton. 

OrEGON:* Examination. Portland, July 9-10. Reciprocity. Portland, July 24. 
Exec. Sec., Mr. Howard I. Bobbitt, 609 Failing Bldg., Portland. 

PENNSYLVANIA: Examination. Philadelphia and Pittsburgh, July. Act. Sec., 
Mrs. Margaret G. Steiner, Box 911, Harrisburg. 

RHODE IsLAND:* Providence, July 2-3. Administrator of Professional Regu- 
lation, Mr. Thomas B. Casey, 366 State Office Bldg., Providence. 

Utan: Examination. Salt Lake City, July. Asst. Dir., Mr. Frank E. Lees, 
324 State Capitol Bldg., Salt Lake City. 

WASHINGTON:* Seattle, July 12-15. Sec., Mr. Edward C. Dohm, Depart- 
ment of Licenses, Olympia. 

West Virainia: Charleston, July 13-15. Sec., Dr. N. H. Dyer, State Office 
Bidg., Charleston 5. 

WISCONSIN:* Examination. Milwaukee, July 14-16. Sec., Dr. A. G. Koehler, 
46 Washington Bivd., Oshkosh. 


Puerto Rico: Reciprocity. Santurce, Aug. 4. Sec., Mr. Luis Cueto Coll, 
Box 9156, Santurce. 


BOARDS OF EXAMINERS IN THE BASIC SCIENCES 


ALASKA: On application. Juneau or other towns in Territory as decided 
by Board. Reciprocity. On application. Sec., Dr. C. Earl Albrecht, 
Box 1931, Juneau. 

CoLoraDo: Examination. Denver, Sept. 9-10. Sec., Dr. Esther B. Starks, 
1459 Ogden St., Denver 18. 

District OF COLUMBIA: Examination. Washington, Oct. 19-20. Sec., Dr. 
Daniel L. Seckinger, 4130 E. Municipal Bldg., Washington. 

Iowa: Des Moines, July 14. Sec., Dr. Ben H. Peterson, Coe College, Cedar 
Rapids. 

Nevapa: Reno, July 7. Sec., Mr. Frank Richardson, University of Nevada, 
Reno. 

OKLAHOMA: Examination. Oklahoma City, August 28-29. Sec., Dr. Clinton 
Gallaher, 813 Braniff Bldg., Okiahoma City. 

TENNESSEE: Memphis, July 2-3. Sec., Dr. O. W. Hyman, 874 Union Ave., 
Memphis. 

Texas: Examination. Austin, October. Chief Clerk, Mrs. Sandra Allen, 
407 Perry-Brooks Bldg., Austin. 

WASHINGTON: Examination. Seattle, July 8-9. Sec., Department of Licenses, 
Mr. Edward C. Dohm, Olympia. 

WIsconsIN: Examination. Madison, Sept. 19. Final date for filing applica- 
tion is Sept. 11. Sec., Dr. W. H. Barber, 621 Ransom St., Ripon. 


* Basic Science Certificate required. 
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MEETINGS 


AMERICAN MEDICAL ASSOCIATION: Dr. George F. Lull, 535 North 
Dearborn St., Chicago 10, Secretary. 


1953 Clinical Session, St. Louis, Dec. 1-4. 

1954 Annual Session, San Francisco, June 21-25. 

1954 Clinical Session, Miami, Florida, Nov. 30-Dec. 3. 
1955 Annual Session, Atlantic City, N. J., June 6-10. 
1955 Clinical Session, Boston, Nov. 29-Dec. 2. 


ALASKA TERRITORIAL MEDICAL ASSOCIATION, Sitka, July 15-17. Dr. William 
P. Blanton, P. O. Box 2569, Juneau, Secretary. é 

AMERICAN ELECTROENCEPHALOGRAPHIC SOCIETY, Commander and Continental 
Hoteis, Cambridge, Mass., Aug. 17-22. Dr. John A. Abbott, Massachu- 
setts General Hospital, Boston 14, Secretary. 

AMERICAN ORTHOPEDIC ASSOCIATION, The Homestead, Hot Springs, Va., 
June 20-July 1. Dr. George O. Eaton, 4 East Madison St., Baltimore 2, 
Secretary. 

AMERICAN VETERINARY MEDICAL ASSOCIATION, Royal York Hotel, Toronto, 
Canada, July 20-23. Dr. J. G. Hardenbergh, 600 South Michigan Blvd., 
Chicago 5, Executive Secretary. 

NATIONAL MEDICAL ASSOCIATION, Nashville, Tenn., Aug. 10-14. Dr. John 
T. Givens, 1108 Church St., Norfoik 10, Va., Executive Secretary. 

PaciFic DERMATOLOGIC ASSOCIATION, Olympic Hotel and University of 
Washington, Seattle, July 9-10. Dr. Ervin H. Epstein, 447 29th St., Oak- 
land 9, Calif., Secretary. 

Post GRADUATE MEDICAL ASSEMBLY OF SOUTH TEXAS, Shamrock Hotel, 
Houston, July 20-22. Dr. C. A. Dwyer, 229 Medical Arts Bldg., Houston, 
Secretary. 

Rocxy MOUNTAIN CANCER CONFERENCE, Denver, July 8-9. Mr. Harvey T. 
Sethman, 835 Republic Bldg., Denver 2, Secretary. 

Society OF AMERICAN BACTERIOLOGISTS, Palace Hotel, San Francisco, Aug. 
10-14. Dr. John H. Bailey, Sterling-Winthrop Research Institute, Rens- 
selaer, N. Y., Secretary. 

WEST VIRGINIA STATE MEDICAL ASSOCIATION, The Greenbrier, White Sul- 
phur Springs, July 23-25. Mr. Charles Lively, P.O. Box 1031, Charleston 
24, Executive Secretary. 


FOREIGN 

ASSOCIATION OF SURGEONS OF GREAT BRITAIN AND IRELAND, Leeds, England, 
May 13-15, 1954. Dr. Henry W. S. Wright, 45 Lincoln’s Inn Fields, 
London W.C.2, England, Honorary Secretary. 

BritisH Mepicat AssociaTion, Cardiff, S. Wales, July 13-17. Dr. A. 
MaCrae, B. M. A. House, Tavistock Square, London W.C.1, England, 
Secretary. 

CONGRESS OF INTERNATIONAL ANESTHESIA RESEARCH SOcIETY, Chateau 
Frontenac, Quebec, Canada, October 26-29. Dr. A. William Friend, 515 
Nome Ave., Akron 20, Ohio, Chairman, Program Committee. 

CONGRESS OF THE INTERNATIONAL ASSOCIATION OF LIMNOLOGY, Cambridge 
and Windermere, England, Aug. 20-30. For information write: Professor 
G. C. Hutchinson, Osborn Zoological Laboratory, Yale University, New 
Haven, Conn., U. S. A. 

CONGRESS OF INTERNATIONAL LEAGUE AGAINST RHEUMATISM, Geneva and 
Zurich, Switzerland, Aug. 24-29. For information write: Dr. W. Tegner, 
The London Hospital, London E.1, England. 

CONGRESS OF THE INTERNATIONAL SOCIETY OF ANGIOLOGY, Lisbon, Portugal, 
Sept. 18-20. Dr. Henry Haimovici, 105 East 90th St., New York 28, 
N. Y., U. S. A., Secretary. 

CONGRESS OF THE INTERNATIONAL SOCIETY OF SuRGERY, Lisbon, Portugal, 
Sept. 14-20. Dr. L. Dejardin, 141, rue Belliard, Brussels, Belgium, Gen- 
eral Secretary. 

INTERNATIONAL CONFERENCE ON THROMBOSIS AND EMBOLISM, Basle, Switzer- 
land, July 15-19, 1954. Dr. W. Merz, Chief Medical Officer, Gynecologi- 
cal Clinic, University of Basle, Basle, Switzerland, Hon. Secretary. 

INTERNATIONAL CONGRESS OF ACUPUNCTURE, Kolpinghaus, Adolf-Kolping- 
Strasse 1, Munich, Germany, August 22-25. Dr. G. Bachmann, 29 Lilien- 
strasse, Miinchen 9, Germany, Organizer and Secretary. 

INTERNATIONAL CONGRESS OF ELECTROENCEPHALOGRAPHY AND CLINICAL 
NEUROPHYSIOLOGY, Boston, Mass., U. S. A., Aug. 18-21. Dr. Robert S. 
Schwab, Massachusetts General Hospital, Boston 14, Mass., U. S. A, 
Secretary-General. 

INTERNATIONAL CONGRESS OF THE EUROPEAN SOCIETY OF HAEMATOLOGY, 
Amsterdam, Holland, Sept. 8-12. Dr. M. C. Verloop, Maliesingle 15, 
Utrecht, Holland, Secretary. 

INTERNATIONAL CONGRESS ON GENETICS, Bellagio, Italy, August 24-31. Prof. 
C. Barigozzi, Instituto de Genetica, Universita de Milano, 10 via Celoria, 
Milan, Italy, Secretary. 

INTERNATIONAL CONGRESS OF HIPPOCRATIC MEDICINE, Evian, France, Sept. 
3-6. Prof. P. Delore, 13, rue Jarente, Lyon, France, Secretary-General, 

INTERNATIONAL CONGRESS FOR History OF SCIENCE, Jerusalem, Israel, 
August 3-7. Prof. F. S. Bodenheimer, Hebrew University, Jerusalem, 
Israel, President. 

INTERNATIONAL CONGRESS OF JHYDROCLIMATISM AND THALASSOTHERAPY, 
Dubrovnik, Yugoslavia, May 8-16, 1954. Prof. C. Plavsic, Zeleni Venac 1, 
Belgrade, Yugoslavia, Secretary General. 


J.A.M.A,, June 27, 1953 


INTERNATIONAL CONGRESS OF INTERNATIONAL COLLEGE oF 
Paulo, Brazil, April 26-May 2, 1954. Dr. Max Thorek, 
Drive, Chicago, Illinois, U.S.A., Secretary-General. 

INTERNATIONAL CONGRESS OF LOGOPEDICS AND PHONIATRICS, 7 
land, Sept. 1-5. Dr. Deso A. Weiss, 115 East 86th St., 
N. Y., U. S. A., General Secretary. 

INTERNATIONAL CONGRESS ON MEDICAL LIBRARIANSHIP, London, Eng; 
July 20-25. Mr. W. R. LeFanu, % London School of Sivtien 
Tropical Medicine, Keppel Street, London, W.C.1, England, Chen 

INTERNATIONAL CONGRESS ON MENTAL HEALTH, University of To a 
Toronto, Ontario, Canada, Aug. 14-21, 1954. For information = 
Executive Officer, International Congress on Mental Health ns 
George St., Toronto, Ontario, Canada. 

INTERNATIONAL CONGRESS OF MICROBIOLOGY, Rome, Italy, Sept 6-12, Fo 
information write: Dr. V. Puntoni, Citta Universitaria, Rome, {igy 

INTERNATIONAL CONGRESS ON OBSTETRICS AND GYNECOLOGY, Geneva Sy 
erland, July 26-31, 1954, Dr. H. de Watteville, Maternité Ha 
Cantonal, Geneva, Switzerland, President. = 

INTERNATIONAL CONGRESS OF PAEDIATRICS, Havana, Cuba, Oct. 12-17, Pry 
Felix Hurtado, Sa Avenue 124, Miramar, Havana, Cuba. President " 

INTERNATIONAL CONGRESS OF PsyYCHOLOGY, Montreal, Canada, June 7.1) 
1954. For information write: Prof. H. S. Langfeld, International Unica 
of Scientific Psychology, Eno Hall, Princeton University, te 


INTERNATIONAL CONGRESS OF RADIOLOGY, Copenhagen, Denmark, Jyy 
19-25. Professor Flemming Norgaard, 10 Oster Voldgade, Copeshase 
K, Denmark, Secretary General. 


INTERNATIONAL CONGRESSES OF TROPICAL MEDICINE AND MALania, Istanby) 
Turkey, Aug. 28-Sept. 4. Professor Dr. Ihsan Siikrii Aksel, Tune! Mey. 
dam, Beyoglu, Istanbul, Turkey, General Secretary. 

INTERNATIONAL CONVENTION OF X-Ray TECHNICIANS, Royal York Hot! 
Toronto, Canada, June 28-July 2. For information write: Miss Beatrice 
Hurley, R.T., Registrar, St. Catherine Hospital, East Chicago, Ind 
U. S.A. 

INTERNATIONAL GERONTOLOGICAL CONGRESS, London and Oxford, England 
July 12-22, 1954. Prof. R. E. Tunbridge, General Infirmary, Departmen 
of Medicine, The University, Leeds, England, President. 

INTERNATIONAL LEPROSY CONGRESS, Madrid, Spain, Oct. 3-10. Dr. Feliy 
Contreras, Moreto 15, Madrid, Spain, Secretary. , 

INTERNATIONAL NEUROLOGICAL CONGRESS, LisBON, Portugal, Sept. 7-1) 
Prof. Almeida Lima, Avenida do Brazil 53, Lisbon, Portugal, Secretary. 
General. 

INTERNATIONAL PHYSIOLOGICAL CONGRESS, Montreal, Canada, Aug. 3. 
Sept. 4. Dr. A. S. V. Burgen, Dept. of Physiology, McGill University, 
Montreal, Canada, Secretary. 

INTERNATIONAL PsYCHO-ANALYTICAL CONGRESS, Bedford College, Regent's 
Park, London N.W.1, England, July 26-30. Dr. Ruth S. Eissler, 285 
Central Park West, New York 24, N. Y., Hon. Secretary. 

INTERNATIONAL SOCIETY FOR THE STUDY OF BIOLOGICAL RHYTHMS, Basle, 
Switzerland, Sept. 18-19. For information write: Prof. Dr. F. Georgi, 
Neurologische Universitats-Poliklinik, Socinstrasse 55, Basle, Switzerland, 


INTERNATIONAL VETERINARY CONGRESS, Stockholm, Sweden, Aug. 9-15. Prof, 
Axel Isaksson, Institute of Veterinary Medicine, Stockholm 50, Sweden, 
Secretary. 

IRISH MEDICAL ASSOCIATION, Waterford, Ireland, July 1-4. Dr. P. J. Delaney, 
10, Fitzwilliam Place, Dublin, Ireland, Medical Secretary. 

JOURNEES MEDICALES, Paris, France, April 21-25, 1954. For information 
write: Secretariat of the Journees, 12, rue Pierre-Geofroix, Colombes 
(Seine) France. 


LATIN AMERICAN CONGRESS OF OBSTETRICS AND GYNECOLOGY, Buenos Aires, 
Argentina, Oct. 26-31. 


LATIN AMERICAN CONGRESS OF OTORHINOLARYNGOLOGY, Caracas, Venezuela, 
Feb. 21-25, 1954. Dr. Victorino Marquez Reveron, Centro Medico, 
Caracas, Venezuela, Secretary-General. 


PaciFic SCIENCE CONGRESS, Quezon City and Manila, Philippines, Nov. 16 
28. Dr. Patrocinio Valenzuela, College of Pharmacy, University of the 
Philippines, Quezon City, Philippines, Secretary-General. 

PAN AMERICAN CONGRESS OF THE MEDICAL Press, Buenos Aires, Argentine. 
July 12-16. Secretaria del Congress, 763 Uriburu, Buenos Aires, Arget 
tine. 

Pan AMERICAN CONGRESS OF OTORHINOLARYNGOLOGY AND BRONCHOESOPHA- 
GOLOGY, Mexico, D.F., Mexico, Feb. 28-March 4, 1954. 


Pan AMERICAN MEDICAL WOMEN’S ALLIANCE, Beekman Towers Hotel, New 
York, N. Y., Sept. 24-Oct. 1. Dr. Ina Marsh, 140 Linwood Ave., Buffalo 
N. Y., U. S. A., Registration Chairman. 


SECTIONAL MEETING, AMERICAN COLLEGE OF SURGEONS, London, England, 
May 17-19, 1954. Dr. Michael L. Mason, 40 East Erie St., Chicago 11, 
Ill., U. S. A., Secretary. 


Wor_D CONFERENCE ON MEDICAL EDUCATION, British Medical Association 
House, Tavistock Square, W.C.1, London, England, Aug. 22-29. Secre- 
tariat: World Medical Association, 2 East 103d St., New York 29, N. Y, 
U. S. A. 

CONGRESS OF THE WORLD CONFEDERATION FOR PHysicAL THERAPY, 
London, England, Sept. 7-12. Miss M. J. Neilson, Chartered Society of 
Physiotherapy, Tavistock House, South, Tavistock Square, Londo 
W.C.1, England, Secretary. 

Wortp MEDICAL AssociaTION, The Hague, Netherlands, Aug. 3!-SePt 
Dr. Louis H. Bauer, 2 East 103d St., New York 29, N. Y., Secreta 
General. 
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DEATHS 


ald ® Boston; member of the Council on Medical 

d Hospitals of the American Medical Association 
for many years; died at his home in Brookline, Mass., May 
17, aged 68. Dr. Fitz was born in Boston Feb. 28, 1885. 
He graduated from Harvard University, Cambridge, in 1906, 
and received his M.D. degree from Harvard Medical School 
in Boston in 1909. Early in his career he served on the staffs 
of the Massachusetts General Hospital in Boston, Peter Bent 
Brigham Hospital in Boston, Johns Hopkins Hospital in Balti- 
more, and the Hospital of the Rockefeller Institute for Medi- 
cal Research in New York. During World War I he became 
, major in the medical corps of the American Expeditionary 
Forces at Base Hospital no. 5 in France. He was associated 
with the Mayo Clinic in Rochester, Minn., from 1920 to 1922. 
In 1914-1915 he was a fellow in physiology at Harvard, where 
from 1922 to 1936 he was associate professor of medicine, 
since 1936 lecturer in the history of medicine, since 1947 
assistant dean, and since 1935 university marshal. In 1936 
Dr. Fitz was appointed Wade Professor of Medicine at Boston 
University School of Medicine and director of the Evans 
Memorial, serving until 1940, when he became clinical associ- 
ate at the Thorndike Memorial Laboratory. In the American 
Medical Association, he was secretary of the Section on 
Practice of Medicine from 1929 to 1932 and chairman in 
1932-1933, member of its House of Delegates in 1935, 1936, 
and 1939, and member of the Council on Medical Education 
and Hospitals from 1928 to 1949. For many years he was a 
member of the National Board of Medical Examiners and the 
American Board of Internal Medicine, of which he was chair- 
man from 1944 to 1946. He was a member of the board of 
regents of the American College of Physicians, serving as 
vice-president in 1947-1948 and president in 1949-1950; past 
president and from 1930 to 1940 chairman of the committee 
on medical education diplomas, Massachusetts Medical Soci- 
ety; past president of the Suffolk District Medical Society; 
member of the Massachusetts Heart Association, American 
Society for Clinical Investigation, American Association for 
the History of Medicine, Boston Tuberculosis Association, of 
which he was past president, Medical Library Association, 

; Special Library Association, American Academy of Arts and 
Sciences, and the Colonial Society of Massachusetts. He was 
amember of the board of honorary consultants to the Army 
Medical Library in Washington, D. C., a medical adviser to 
the Boston metropolitan chapter of the American Red Cross, 
and trustee and president of the Perkins Institute for the 
Blind, and trustee of the Brookline Public Library, Wellesley 
College, and Boston Medical Library, of which he was vice- 
president. From 1940 to 1947 he was chairman of the Selec- 
tive Service medical advisory board in Boston. In 1943 he 
received the honorary degree of doctor of science from West- 
em Reserve University in Cleveland and in 1947 the honorary 
degree of doctor of laws from Hahnemann Medical College, 
Philadelphia. Dr. Fitz was a member of the editorial board 
of the Archives of Internal Medicine. 


Holmes, Will Wanee @ Logansport, Ind.; born in Fairland, 
Ind, in 1888; Indiana University School of Medicine, Indian- 
‘polis, 1913; specialist certified by the American Board of 
Otolaryngology; member of the American Academy of 
Ophthalmology and Otolaryngology; past president of the 11th 
Indiana Councilor District Medical Association; president- 
tlect of the Indiana Academy of Ophthalmology and 
Otolaryngology; served during World Wars I and II; affiliated 
with St. Joseph Hospital and the Memorial Hospital, where 
he died April 28, aged 64, of myocardial infarction. 


Fischer, Luther C, ® Atlanta, Ga.; born in Senora, Ga., Aug. 
18, 1871; Atlanta College of Physicians and Surgeons, 1899; 
at one time vice-president of the Southeastern Surgical Con- 
ress; past president of the Georgia Hospital Association; in 


Fitz, Regin 
Fducation an 


# Indicates Member of the American Medical Association. 


1925 to stimulate interest in research and to improve medical 
writing, established the L. C. Fischer prizes to be awarded 
through the Fulton County Medical Society; co-founder and, 
since 1932, owner of the Crawford W. Long Memorial 
Hospital, of which he was president and treasurer; died April 
29, aged 81, of cerebral hemorrhage. 


Moore, Gertrude ® Oakland, Calif.; born in 1883; Oakland 
College of Medicine and Surgery, 1907; specialist certified by 
the American Board of Pathology; founding fellow of the 
College of American Pathologists; member of the American 
Society of Clinical Pathologists; served as secretary of the 
Alameda County Medical Association; consulting pathologist, 
East Oakland, Providence, and Highland-Alameda County 
hospitals; for many years consulting pathologist for the county 
district attorney’s office; died May 3, aged 69, of subacute 
bacterial endocarditis. 


Barry, Jesse R. @ Picher, Okla.; American Medical College, 
St. Louis, 1899; formerly practiced in Carterville, where he 
served two terms as mayor; died in Miami April 28, aged 83. 


Bennett, Joseph Hammond, Wadesboro, N. C.; University of 
Maryland School of Medicine, Baltimore, 1894; died March 7, 
aged 82, of uremia. 


Berman, Edward ® Utica, N. Y.; Marquette University School 
of Medicine, Milwaukee, 1926; on the staff of the Memorial 
Hospital; died April 14, aged 53, of a heart attack. 


Bernstein, Abraham, Philadelphia; Jefferson Medical College 
of Philadelphia, 1917; died May 10, aged 60, of heart failure. 


Bickelhaupt, Bertram Samuel, Greenwood Lake, N. Y.; Colum- 
bia University College of Physicians and Surgeons, New York, 
1906; on the honorary staff of St. Anthony’s Hospital in War- 
wick; died in Union Hospital in New York April 15, aged 68, 
of carcinoma. 


Binford, Nellie, Los Angeles; Northwestern University 
Woman’s Medical School, Chicago, 1901; died April 27, 
aged 80. 


Boone, Benjamin Edwards Jr. @ Elkton, Ky.; Vanderbilt 
University School of Medicine, Nashville, Tenn., 1910; mem- 
ber of the American Academy of General Practice; secretary 
of Todd County Medical Society; member of the Elkton and 
Todd County school boards; county health officer; died in 
Jennie Stuart Hospital, Hopkinsville, April 9, aged 66, of 
hypertensive cardiovascular disease. 


Cordes, Henry Boyleston ® Frostproof, Fla.; Emory University 
(Ga.) School of Medicine, 1915; died in Lake Wales, March 30, 
aged 65, of dissecting aneurysm of the abdominal aorta and 
arteriosclerosis. 


Crockett, Horace Eugene, Indianapolis; Memphis (Tenn.) 
Hospital Medical College, 1899; died in St. Elizabeth Hospital, 
LaFayette, Ind., Feb. 27, aged 76, of gastrointestinal hemor- 
rhage. 


Crooks, Toney Taylor © Chicago; Rush Medical College, 
Chicago, 1923; served during World War I; on the staff of 
the Norwegian American Hospital, where he died May 9, 
aged 65, of carcinoma of the lung. 


Daily, John Eugene ® Indianapolis; St. Louis University 
School of Medicine, 1920; formerly practiced in Terre Haute, 
Ind., where he was health officer, police surgeon on the staff 
of St. Anthony’s Hospital, and draft board medical examiner; 
served during World War I; affiliated with St. Vincent’s 
Hospital; medical director of the Larue D. Carter Memorial 


‘Hospital; died April 20, aged 58, of coronary occlusion. 


Daniells, Ralph Peabody ® Toledo, Ohio; Rush Medical 
College, Chicago, 1899; on the staff of the Toledo Hospital, 
where he died April 19, aged 78, of acute coronary throm- 
bosis. 
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Diamond, Joseph Solomon ® New York City; University and 
Bellevue Hospital Medical College, New York, 1906; spe- 
cialist certified by the American Board of Internal Medicine; 
member of the National Gastroenterological Association and 
the Radiological Society of North America; past president of 
the Harlem Medical Association; on the staff of Sydenham 
Hospital; died in Paris, France, April 29, aged 71, of coronary 
thrombosis. 


Didier, Frederick William ® Wheatland, Calif.; George Wash- 
ington University School of Medicine, Washington, D. C., 
1904; formerly member of the state board of medical ex- 
aminers; died recently, aged 79, of coronary occlusion. 


Eaves, Benjamin F. © Draketown, Ga.; Atlanta Medical 
College, 1893; died in the Community Hospital, Villa Rica, 
April 1, aged 82, of diabetes meilitus. 


Engstrom, Fred Alonzo, Wanamingo, Minn.; University of 
Minnesota College of Medicine and Surgery, Minneapolis, 
1908; served during World War I; died in the VA Hospital, 
St. Cloud, April 8, aged 69, of lobar pneumonia. 


Flippo, La Faun Newton, Hodges, Ala.; Medical College of 
Alabama, Mobile, 1904; died in Adrian, Mich., March 14, 
aged 72, of cerebral hemorrhage. 


Focht, Wiliiam Weinhold © Lebanon, Pa.; Jefferson Medical 
College of Philadelphia, 1937; died suddenly, April 12, 
aged 41, of chronic myocardial degeneration. 


Foley, Fred Charles © Newell, lowa; Rush Medical College, 
Chicago, 1894; died in Mound Park Hospital, St. Petersburg, 
Fla., March 4, aged 84, of influenza. 


Freeman, Thelma ® Birmingham, Mich.; University of Mich- 
igan Medical School, Ann Arbor, 1924; served as president of 
the Blackwell branch of the American Medical Women’s 
Association; for many years affiliated with the Woman's 
Hospital in Detroit, where she died March 23, aged 60, of 
cerebral hemorrhage. 


Futch, Thomas Allen Jr. © Thomasville, Ga.; University of 
Georgia School of Medicine, Augusta, 1935; served during 
World War II; died March 20, aged 43. 


Gaumer, Herman Elmer ® Wilmington, Del.; Hahnemann 
Medical College and Hospital of Philadelphia, 1936; served in 
the European theater of operations during World War II; affili- 
ated with Delaware, Memorial, St. Francis, and Wilmington 
General hospitals; died April 4, aged 42, of coronary occlusion. 


Gibbon, Robert Lardner, Charlotte, N. C.; Jefferson Medical 
College of Philadelphia, 1888; past president of the Mecklen- 
burg County Medical Society; member of the founders group 
of the American Board of Surgery; affiliated with Mercy 
Hospital, Memorial Hospital, and Presbyterian Hospital, where 
he died March 27, aged 86, of congestive heart failure. 


Hannah, Ward ® Long Beach, Calif.; Northwestern University 
Medical School, Chicago, 1911; served during World War I; 
affiliated with Seaside and Community hospitals; died March 
22, aged 73. 


Harrington, George Leonard ® Kansas City, Mo.; University 
of Kansas School of Medicine, Kansas City, Kan., 1908; 
associate professor of psychiatry and neurology at his alma 
mater; specialist certified by the American Board of Psychi- 
atry and Neurology; member of the American Psychoanalytic 
Association and the American Psychiatric Association; on the 
staff of the University of Kansas Medical Center, Kansas City, 
Kan.; died in independence April 12, aged 67, of coronary 
thrombosis. 


Higa, James Tosuke, Chicago; College of Medical Evangelists, 
Loma Linda and Los Angeles, 1943; affiliated with Alexian 
Brothers Hospital, Cuneo Hospital, and the American Hospital, 
where he died April 29, aged 41, of cerebral hemorrhage. 


Humphreys, George Hoppin ® Jamaica, N. Y.; Columbia Uni- 
versity College of Physicians and Surgeons, New York, 1908; 
an Associate Fellow of the American Medical Association; 
retired health director of the public schools of Jamaica; on 
the staff of the Jamaica Hospital; died April 16, aged 76, of 
arteriosclerosis. 


J.A.M.A., June 27, 1953 


Irvin, Isham Willard, Albany, Ga.; Atlanta Medical College 
1914; served during World War I; died in Phoebe Putney 
Memorial Hospital April 25, aged 61, of acute myocardial 
infarction. 


Ivanoff, Stephen ® Stony Point, N. Y.; Long Island College of 
Medicine, Brooklyn, 1933; on the staff of the Nyack (N. Y) 
Hospital; died March 20, aged 47, of rheumatic heart diseas, 


Ives, Washington Mackey, Lake City, Fla.; Vanderbilt Univer. 
sity School of Medicine, Nashville, Tenn., 1901; past presiden; 
of the Columbia County Medical Society; veteran of the 
Spanish-American War; served on the staff of the Lake Shore 
Hospital; died March 30, aged 75, of a heart attack. 


Jones, Charles James ® Philadelphia; University of Pennsyl- 
vania Department of Medicine, Philadelphia, 1889; affiliate 
with St. Joseph’s, Lankenau, Wills, St. Vincent’s and German. 
town hospitals; received an honorary LL.D. degree from Villj. 
nova (Pa.) College; died April 15, aged 86, of heart disease. 


Kimbrell, Earl Dewey ® Chicago; Northwestern University 
Medical School, Chicago, 1931; served with the Indian Service: 
died April 27, aged 52, of coronary occlusion. 


McComb, Fred Jackson, Wichita, Kan.; College of Physicians 
and Surgeons of Chicago, School of Medicine of the Univer. 
sity of Illinois, 1907; died in Wesley Hospital March 14, aged 
74, of coronary thrombosis. 


McGuire, John P. © Clarksburg, W. Va.; University of Mary- 
land School of Medicine, Baltimore, 1905; on the staff of 
St. Mary’s Hospital; died April 17, aged 79, of a heart attack, 


Mitchell, Edwin Waterman, Cincinnati; Medical College of 
Ohio, Cincinnati, 1882; professor emeritus of clinical medicine 
at University of Cincinnati College of Medicine; past president 
of the Cincinnati Academy of Medicine; for many years on 
the staff of the Cincinnati General Hospital and Christ Hos- 
pital, where he died April 20, aged 98. 


Parsons, Alfred Harrison ® Sayville, N. Y.; Long Island 
College Hospitai, Brooklyn, 1905; an Associate Fellow of the 
American Medical Association; served during World War |; 
during World War II a member of the draft board in Great 
Neck, where he was for many years a school physician; at 
one time a director of the Nassau Hospital in Mineola; died 
May 3, aged 75, of cerebral hemorrhage. 


Picken, Mary Eleanor Stephenson, Orient, N. Y.; Woman's 
Medical College of Pennsylvania, Philadelphia, 1904; died in 
the Eastern Long Island Hospital, Greenport, Feb. 23, aged 
81, of arteriosclerosis and fracture of the left humerus. 


Plowitz, Paul Egon ®@ Elmira, N. Y.; Deutsche Universitit 
Medizinische Fakultét, Prague, Austria, 1910; supervising 
psychiatrist at the Elmira Reformatory; affiliated with St. 
Jcseph’s Hospital and Arnot Ogden Hospital, where he died 
March 8, aged 63, of metastatic carcinoma. 


Reutter, Garfield Arthur © Rockport, Mo.; Ensworth Medical 
College, St. Joseph, 1911; died in the Lutheran Hospital, 
Omaha, Neb., March 24, aged 69, of cerebral hemorrhage. 


Robinson, Simon Frank ® Crane, Texas; Baylor University 
College of Medicine, Dallas, 1932; died March 13, aged 47, 
when his private plane crashed. 


Rosenberg, David Samuel © Franklin, Neb.; Creighton Univer- 
sity School of Medicine, Omaha, 1934; served during World 
War II; affiliated with Mary Lanning Hospital in Hastings, 
died March 15, aged 42, of coronary thrombosis. 


Scharlock, Theodore M., Charleston, S. C.; Medical College of 
the State of South Carolina, Charleston, 1897; on the staffs 
of St. Francis Xavier Infirmary, Roper Hospital, and Baker 
Memorial Sanatorium; physician at the city jail for more than 
30 years; died March 15, aged 77, of carcinoma. 


Sellers, Galen Krauth © Dassell, Minn.; University of pnt 
College of Medicine, Chicago, 1929; served during Worl 
War I; died April 18, aged 56. 


Smith, James Dismukes ® Kansas City, Mo.; St. Louis ge 
sity School of Medicine, 1925; died April 26, aged 55,0 
hemorrhage complicating a duodenal ulcer. 
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Meeting of Lucas Sierra Foundation.—The sixth clinical meet- 
s¢ of the Lucas Sierra Foundation was held in December, 
i952, in Vina del Mar. Panel discussions on use of anti- 
biotics in pediatrics, obesity, treatment of eclampsia, diseases 
of the spleen, and chronic nephritis were featured. 

Obesity —The causes of obesity were discussed by Prof. 
Armas Cruz and Drs. F. Donoso and A. Jadresic. The authors 
jescribed 180 patients who were considered obese because they 
weighed 20% or more than the standard weight for their sex 
and age. Of this group, 147 were women and 33 men. They 
were between 4%2 and 66 years of age. The authors pointed 
out that when they started their work on obesity, they were 
inclined to classify obesity as exogenous or endogenous. As 
data were collected, however, they saw that it was not so 
essy to make clear-cut distinctions; no single theory explained 
all ‘types of obesity. The law of conservation of energy can 
be applied in all cases, and therefore in obesity there is always 
, greater intake of food than the body needs. The question 
is whether this is the cause or the consequence of the patho- 
logical condition. In this resides the difference between endog- 
enous and exogenous obesity. Exogenous obesity is more 
frequent when a great number of cases are studied; however, 
in every case all the multiple factors of endogenous and 
exogenous obesity must be analyzed, with metabolic, endo- 
crine, constitutional, and purely exogenous factors taken into 
consideration. These investigators are inclined to believe that 
the most important factor in obesity is the exogenous factor, 
which is due to an increase of food intake and is produced 
either by bad habits of eating or by mental depression or 
pychic tension. The next most important factor is the endog- 
enous mechanism, which depends on constitutional and heredi- 
tary conditions that act as predisposing factors. 

The endocrine factors in obesity were analyzed by Dr. A. 
Atria and associates in 832 cases, 72% of the patients being 
women and 28% men. Obesity occurred most frequently in 
men around the age of 20 years and in women around the 
age of 40. In most women the onset of the obesity was asso- 
ciated with changes in ovarian function, such as that asso- 
ciated with the menarche, the menopause, pregnancy, or 
marriage, and frequently with changes in the menstrual cycle. 
A great intake of food and decrease of physical activity were 
also noted in these cases. In nearly 50% of the cases there 
was a familial tendency towards obesity and in 11% of the 
832 cases there was also a familial history of diabetes. Dr. 
Atria and his co-workers made a clinical diagnosis of simple 
obesity in 186 cases, with disorders of the hypothalamus and 
hypophysis implicated in 180 cases. They considered thyroid 
dysfunction responsible in 360 cases, of which 330 were due 
to hypofunction. Diabetes was present in 23 cases. Ovarian 
dysfunction was responsible for 230 cases, and testicular dis- 
orders (atrophy, cryptorchism, gynecomasty, and the male 
climacteric) were factors in 32 cases. Thus, according to these 
authors, endocrine factors were the causes in two-thirds of 
these cases, whereas the exogenous factor was responsible in 
only one-third. Generally speaking, the most frequent endo- 
cine disorder is hypothyroidism (50%), followed by the adi- 
Posogenital syndrome (25%). In men, however, the principal 
alse is the adiposogenital syndrome, followed by exogenous 
factors, and then by hypothyroidism. In women the main 
‘alse Is thyroid deficiency, followed by exogenous factors, 
and then gonadal insufficiency as the third most frequent 
— The endocrine glands influence development of obesity 
) various mechanisms, including effects on food intake and 
Physical activity and regulation of the metabolism. 
ae Matte read a paper on the psychological aspects 
. sity. If the patients are studied who are obese because 

excessive food intake, it can be seen that the excess food 
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various foreign countries. 
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intake is basically an attempt at compensation for frustration. 
He states that psychoanalytic studies have revealed conflicts 
related to the oral stage of development in these patients. 
Together with the mother’s milk, the infant receives love, and 
the patient who eats excessively tries to overcome nervous 
tension by overeating and thus regaining the feeling of being 
protected by the parent. ° 

Other disorders associated with obesity were studied by Prof. 
O. Avendano in a total of 61 patients. The cardiovascular 
system was studied by means of electrocardiography, angio- 
cardiography, measurement of the venous blood pressure, the 
velocity of circulation, and the blood volume (with Evans blue 
dye), and calculation of the minute volume (according to 
Remington’s method). A complete history was obtained, and 
physical examination included study of the respiratory system, 
with measurement of the pulmonary ventilation and vital 
capacity. The endocrine system was studied to determine the 
function of the thyroid, ovaries, pancreas, etc. The osteo- 
articular system was studied by means of roentgenographic 
examination of the dorsolumbar spine, hip joints, knees, and 
feet. A roentgenogram of the skull and blood tests were made 
in all cases. Over 60% of the patients had a familial tendency 
towards obesity. In all cases there was an increase in food 
intake. Slightly more than 20% of the patients had biliary 
dyspepsia, and 22% had bronchitis frequently. The blood urea 
level ranged from 50 to 95 mg. per 100 cc. in 31.5% of all 
the patients. High values for blood uric acid were found in 
50%. Potassium deficiency was present in 56% and sodium 
deficiency in 51%. The erthrocyte-plasma chloride ratio was 
high in 35%, and the blood glucose level was above normal 
in 24% of patients. Hypercholesterolemia was found in 84%. 
The basal metabolism was normal in 30% and low in 70%. 
Study of the cardiovascular system revealed that 13 patients 
had hypertension. Over 50% had cardiac palpitations that 
were related to effort. The venous pressure, circulatory velocity, 
blood volume, and minute output were normal in all patients. 
The electrocardiogram indicated normal function except in 
the hypertensive patients, whose electrocardiograms showed 
left axis deviation. Only in hypertensive patients did the angio- 
cardiograms show an increase in left ventricular pressure; how- 
ever, 10% of the patients had signs of atherosclerosis. No 
abnormalities of the respiratory tract were observed, although 
a slight decrease of pulmonary ventilation was noted. Signs of 
ovarian insufficiency were noted in 69% of the women. The 
roentgenographic study showed some signs of arthrosis in 
45%. The hemopoietic system as shown by the hemogram 
was normal in all patients. 

The use of drugs to depress the appetite was studied by 
Drs. G. Rojas and H. Diaz de Valdes in 278 cases. Their 
observations can be summarized as follows: The sulfate and 
tartrate salts of d-amphetamine were well-tolerated, with in- 
tolerance for the sulfate evident in 23% of cases and for the 
tartrate in 3.1%. The drugs make adherence to a low calory 
diet less difficult; the appetite was decreased in more than 
80% of the patients and slightly decreased in 10%. No in- 
crease of the intracranial or blood pressure was noted, and 
no patient suffered from insomnia. The discussion on obesity 
was concluded by a paper on surgery in obese persons by 
Prof. R. Urzua and co-workers. 

Diseases of the Spleen —The discussion on pathological 
conditions of the spleen was opened by Prof. E. Egana and 
Drs. A. Rivadeneira and V. Bejar, who read a paper on the 
functional morphology and physiopathology of the spleen. 
The role of the spleen as a reservoir is of great importance, 
and the autotransfusion that results when the spleen contracts 
following blood loss is well known. The spleen contains more 
red blood cells per gram than any other organ of the body, 
the hematocrit level being 82%. The authors consider destruc- 
tion of the red blood cells to result from two factors: (1) 
the high lysolecithin content of the spleen and (2) stagnation 
of the red cells in the spleen. As an integral part of the 
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reticuloendothelial system, the spleen produces monocytes and 
plays a large role in phagocytosis. By hormonal regulatory 
mechanisms the spleen controls the maturation processes in 
the hematopoietic system and the delivery of blood cells to 
the peripheral circulation. To regulate production by the bone 
marrow, the spleen “kidnaps” cells from the peripheral sys- 
tem. It is well known that the bone marrow requires certain 
enzymes, vitamins, and other materials for production of 
blood cells. The spleen requires the same substances for its 
own metabolism and competes with the bone marrow for 
them. Studies in the laboratory of experimental medicine have 
shown that splenectomy is followed by an increase in the level 
of circulating prothrombin. The spleen participates in the 
metabolism of iron as a member of the reticuloendothelial 
system. Warburg has shown that the spleen consumes such 
substances as glucose and glutamic acid and is active metaboli- 
cally. It has a respiratory quotient of 0.92. Apparently the 
spleen does not require fats. Its glutamic acid content is com- 
parable only with that of the brain. The spleen also contains 
glucuronidase, an enzyme that participates in disintoxication 
processes. The importance of the spleen in the body’s defense 
against tumors, as an endocrine gland, and in Selye’s general 
adaptation syndrome was also studied by the authors. Finally, 
the concept of hypersplenism was discussed, with the authors 
pointing out that there are two forms of hypersplenism: one 
that affects only red blood cells (hemolytic variety) and another 
that affects all blood cells (hemocytopenic variety). Splenec- 
tomy cures hypersplenism because it eliminates an endocrine 
inhibitory mechanism, because it removes an organ that de- 
stroys too many blood cells, or because it eliminates a tissue 
that competes with bone marrow for the same metabolites. 

Emergency surgery of the spleen was discussed by Prof. 
R. Vargas and his co-workers. They described 88 cases, in 
which 82% of the patients were men; 84% of the patients 
were from 11 to 40 years of age. In 47 cases the surgery 
was necessary because of contusion, in 16 cases because of 
thoracoabdominal conditions, and in 31 because of abdominal 
conditions. Stab wounds were responsible for 28 cases and 
bullet wounds for 11 cases. Spontaneous rupture occurred 
in two cases. In 49 cases there were traumatic lesions, which 
were multiple in 14.2% and single in 85%. Complete rupture 
was present in 38 cases. General signs of splenic injury were 
anemia in 80% of cases, shock in 50%, abdominal pain in 
74%, and muscular spasm in 60%. In 60% of the cases the 
patients were admitted to the emergency service in less than 
half an hour following injury, and in only 4% were they seen 
more than 24 hours later. The various types of surgical pro- 
cedures employed were discussed. Generally speaking, before 
1940 the mortality in such cases was 40% but since 1940 it 
has decreased to 23%. 


Chronic Nephritis—Dr. H. Apablaza and Prof. C. Espildora 
discussed the fifth subject of the meeting, chronic nephritis. 
They emphasized the ophthalmoscopic findings in such con- 
ditions. 


Postgraduate School Created.—In August, 1952, the faculty 
of medicine of the University of Chile created the department 
of postgraduate medicine. Through this department the faculty 
intends to participate in three types of activity: (1) offering 
of courses for physicians practicing in Santiago and in the 
provinces; (2) granting of specialty degrees; and (3) establish- 
ment of scholarships for study abroad. 

At the time of writing postgraduate courses were being held 
in Santiago, Valparaiso, Vina del Mar, Antofagasta, Talca, 
and Temuco; they were designed to combine practical with 
theoretical study and have been adapted to the needs of phy- 
sicians in each locale. Thus in Santiago the courses continue 
for one month without interruption, in Valparaiso and Vina 
del Mar they are held on week ends, and in the other places 
they last for three or four weeks but are not in session con- 
tinuously. Eighteen courses were in progress, 2 in Santiago, 
3 in Valparaiso, and 12 in the rest of the country, on such 
topics as tuberculosis, pediatrics, psychosomatic medicine, gen- 
eral medicine, and general surgery. More than 100 persons 


are on the teaching staffs. 


J.A.M.A., June 27, 1933 


The faculty of medicine does not intend to foster devel 
ment of superspecialists by its granting of specialt 
degrees will be granted in the fields of internal Medicin 
neurology, psychiatry, pediatrics, obstetrics and &ynecology a 
general surgery. In addition, specialization in public health 
rehabilitation, and’ cancerology will be encouraged. 

Under this program staff members of the University may hs 
sent abroad. Visits of foreign lecturers to Chile for Periods 
of not less than three months will be sponsored, 
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Society of Cardiology.—Ballistocardiography in Mitral Stenosis 
—At a meeting of the Italian Society of Cardiology of the 
Latium region Nov. 26, 1952, Professors Collicelli and Puddy 
from the University of Rome, read a paper on the modificy 
tions in the ballistocardiograms of patients with mitral stenosj 
following commissurotomy. The tracings were made according 
to the Dock and Taubman technique with the sphygmopiez. 
electric transmission of Puddu. Although an exact tracing cay 
not be obtained with this method, the sensitivity is unifor 
and the structure as well as the relative amplitude of the waves 
can be studied. 

Observations in a large group of patients with rheumatic 
valve lesions revealed that usually in pure mitral stenosis the 
wave amplitude in the ballistocardiogram is reduced. In mitra 
stenosis associated with mitral insufficiency and/or aortic jp. 
sufficiency, the amplitude is greater owing to the presence of 
the associated lesion and the increase seems to be proportional 
to the extent of the lesion. Professor Valdoni, a pathologis 
and surgeon from the University of Rome, performed commi:- 
surotomy in 16 patients and the ballistocardiograms mac 
several different times (from 15 to 30 days postoperatively) 
gave interesting data. In three patients with pure mitral stenosis 
the ballistocardiogram remained unchanged, despite the dis- 
appearance or decrease of the apical diastolic friction sound 
In 13 patients with mitral stenosis, in 4 of whom it was associ- 
ated with a mild aortic insufficiency, the amplitude of the pos: 
operative ballistocardiogram was much greater than in the 
preoperative tracing. In all of these patients the diastolic apical 
friction sound had disappeared or was significantly diminished 
after the intervention; in three of them a systolic puff due to 
mitral insufficiency had appeared. According to Professors 
Collicelli and Puddu, the changes in the ballistocardiograms 
may be correlated with the increased systolic output that the 
surgical intervention causes in patients with mitral stenosis. 

Trilogy of Fallot——Professor Provenzale, from Rome, dis- 
cussed the trilogy of Fallot. Valvotomy was performed in 12 
of his 20 patients. Section-dilatation of the infundibulum was 
performed in one, and Blalock’s anastomosis in one. Four 
patients refused surgical intervention, the operation was con- 
traindicated in one adult with a mild form, and one patieal 
died in the hospital while waiting to undergo the operation. 

The symptomatology of the trilegy of Fallot depends on 
two factors; the width of the interatrial communication and 
the extent of the pulmonary stenosis. The smaller the com- 
munication, the more the symptomatology resembles that af 
pure pulmonary stenosis and the less the malformation 
tolerated. The greater the interatrial communication, the more 
pronounced is the cyanosis but the better the anomaly 's 
tolerated. For these reasons and the consequent hemodynamic 
variations, the symptomatology varies. Essentially, however, 
the symptomatology consists of cyanosis, functional det- 
ciency, and dyspnea. When dyspnea is present, it is more 
prominent than the other symptoms. There is also a constatl 
harsh and jarring pulmonary puff. Often there is 4 delayed 
development, clubbed fingers, and hepatomegaly. 

The criteria for diagnosis are clear lung fields, displacement 
of the aortic arch to the left, and, in general, absence of other 
malformations of the vessels and the heart. The pulmonar) 
artery is dilated in most cases, the electrocardiogram shows 
right axis deviation. Catheterization permits penetration into 
the left atrium through the defect in the septum and reveals 
a right ventricular pressure that is significantly higher than 
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the systemic arterial pressure. Excellent angiocardiographic 
diagnostic criteria have been reported by Teramo and 
uti from cyanotic heart disease, in which the 
ylmonary areas are congested, and from tricuspid atresia, 
P hich is characterized by left electrocardiographic prevalence, 
agree The differential diagnosis from the tetralogy and the 
- ntalogy of Fallot is not difficult for the forms of the trilogy 
without cyanosis and with severe dyspnea. It is difficult, how- 
ever, for the other forms of the trilogy when there are no 
anomalies of the vessels and the aortic arch is to the left or 
when the interventricular communication is decreased in size 
in cases in which the aortic arch is slightly to the right. 

In the pentalogy of Fallot the diagnosis is more difficult be- 
cause of the interatrial communication, which is usually narrow, 
and the position of the aortic arch slightly to the right. In such 
cases differential diagnosis preoperatively is impossible. The 
Condorelli-Turchetti test may perhaps reveal whether there is 
an interventricular septal defect. 

Professor Provenzale discussed some cases of the tetralogy 
and pentalogy of Fallot in which a wrong diagnosis had been 
made and analyzed the causes of the mistake. An exact diag- 
nosis is important because in patients with the trilogy the 
stenosis is always valvular and therefore amenable to valvot- 
omy. In patients with the tetralogy of Fallot, however, the 
stenosis is almost always “subvalvular” and infundibular, a 
condition for which the operation has a high mortality rate. 

In the trilogy with valvular stenosis, valvotomy is well 
tolerated, and the results are very good. Of 12 patients operated 
on by Professor Provenzale, only one died and most of the 
others recovered fully. The return to normal is progressive; it 
is slightly noticeable immediately postoperatively and becomes 
more evident after a few days; cyanosis disappears within a 
few months, and normal function is restored within four to 
five months. The systolic puff is modified but persists, and 
signs of valvular insufficiency do not appear. 


Tuberculous Meningitis in Adults.—Professor Alessio reported 
on the results obtained with modern treatment of tuberculous 
meningitis in adults and elderly persons at a meeting of the 
Medical Society of Mantua that was held on Dec. 13, 1952, 
and of which he was the chairman. 

Results in such cases are becoming more and more satis- 
factory; he attributes these favorable effects to the technique 
of the treatment, which is prolonged, to early initiation of 
treatment, and to better availability of streptomycin. Therapy 
must be prolonged for seven or eight months, with the proper 
doses of streptomycin combined with p-aminosalicylic acid 
orally or intravenously, and with vitamin A, vitamin D, and 
chaulmoogra oil. The use of streptokinase for intraspinal 
fibrinolysis had to be discontinued in some cases because of 
the pain produced in the vertebral column. 

On the basis of the generally accepted concept that after 
antibiotic treatment a new disease becomes evident, Professor 
Alessio distinguishes four phases in this disease. The first phase 
is characterized by the quick appearance of the symptoms in 
the sensory system; the second, which is longer, is marked by 
the cessation of the irritating symptoms; the third phase, which 
lasts several months, is characterized by persistence of only one 
symptom (either elevated temperature, headache, or vomiting), 
by a decrease of albumin in the spinal fluid and of the lympho- 
cytosis, and by an increase of sugar in the spinal fluid; the 
fourth phase, which may be the longest, is distinguished mainly 
by abnormalities of the spinal fluid. This classification into 
phases must be understood only as an arbitrary scheme, since 
one phase may overlap another. According to Professor 
Alessio, the prognosis is more favorable in women than in 
men. 

At the same meeting Professor Ferrari discussed the ana- 
omic findings in cases of tuberculous meningitis treated with 
streptomycin. He reviewed the classical anatomic and patho- 
logical picture of tuberculous meningitis and then explained 
the Many aspects that are seen today in dissecting bodies of 
Patients who died during or after streptomycin therapy. The 
Prolongation of the disease process has resulted in new forms 

Meningitis, such as meningoencephalitis and chronic tuber- 
culous ependymitis,“ that were previously unknown. 
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The complete anatomic recovery from tuberculous menin- 
gitis after streptomycin therapy has been demonstrated at 
autopsy. This recovery has been reported by some authors in 
persons who had had tuberculous meningitis and died of some 
other cause. Therefore it can be said today that after strepto- 
mycin therapy some patients with tuberculous leptomeningitis 
recover with no marked sequelae. 


Abnormal Physiology of Thyroid Gland.—At the January 
meeting of the Rome Medical Academy, Professor Vannotti, 
‘director of the University of Lausanne Medical Clinic, dis- 
cussed abnormal physiology of the thyroid gland as studied by 
means of radioactive iodine. He emphasized the great progress 
made in this field since the introduction of radioactive iodine, 
which was used for the first time in experimental animals by 
American authors in 1939 and in man in 1945. Like physi- 
ological iodine, this substance diffuses throughout the organism 
into which it is introduced, but it has the advantage that its 
diffusion can be followed and checked by means of photo- 
graphs, radiographs, and Geiger counters. 

The modern techniques that are used to check the amounts 
of radioactive iodine in the blood and tissues (this is possible 
because of the clearness with which the radioactive iodine 
appears in pictures of histological specimens) make it possible 
to follow almost completely the metabolism of iodine. When 
iodine is introduced into the organism, it passes rapidly into the 
blood and then gradually becomes fixed in the thyroid and is 
partly eliminated through the kidney and the liver. From 40 
to 60% of orally administered iodine is eliminated in 24 hours 
through the kidney, and 20% is eliminated slowly through the 
bile and intestine. 

The quantity of iodine that is fixed by the thyroid and the 
rapidity of this process are proportional to the function of the 
gland, which normally fixes about 20% in 24 hours; in persons 
with hyperthyroidism as much as 40% can be fixed in 6 hours. 
The fixation of iodine ia the blood also is proportional to th: 
function of the thyroid gland; the blood fixes 10 to 15 ug per 
100 cc. in healthy persons, 22 to 25 ug in persons with hyper- 
thyroidism, and less than 4 #g in persons with hypothyroidism. 

It was found that only part of the iodine remains inorganic 
in the blood, whereas most of it becomes attached to proteins. 
When the iodine reaches the thyroid gland, it enters its cells 
and unites with a specific protein—thyroglobulin—which is 
found in the cells of the gland and does not exist in the blood. 
These phenomena of cellular fixation were very evident in films 
of histological specimens that Professor Vannotti showed. 

By these methods it was seen that there are some thyroid 
follicles in which the iodine is metabolized from hematic 
thyroglobulin to diiodotyrosine and to thyroxine; other follicles 
do not participate in the formation of thyroxine. The fixation 
of iodine in tumors and the passage of thyroxine from the 
thyroid colloid to the blood were also checked. In the blood, 
thyroxine becomes fixed to proteins, mainly to globulins and 
to alpha globulins, and microphotographs show that iodine is 
found in the circulation as inorganic iodine, thyroxine, and 
triiodothyrolin, which is a product of thyroxine degeneration. 
It was proved that it is not found under the form of diiodo- 
tyrosine, as had been believed, and that thyroglobulin is a 
specific protein of the thyroid and is never present in the blood. 

Professor Vannotti discussed some results obtained in his 
clinic by various techniques in normal persons and persons 
with hypothyroidism and hyperthyroidism even in the presence 
of thiocyanate or thiouracil products, which are substances that 
inhibit the thyroid function. 

There are limitations to modern techniques of study of the 
thyroid by means of radioactive iodine, and many conditions 
outside of the thyroid may lead to discrepancies. But, as 
Professor Vannotti said in his conclusion, a true thyroid 
“clearance” can today be determined by means of radioactive 
iodine and it is hoped that new contributions will be made in 
this modern field of medical science. 


Arteriography of Abdominal Aorta.—Professors Baldrati and 
Possati, from the University of Bologna, read a paper on 
arteriography of the abdominal aorta at the meeting of the 
medical and surgical society of the Romagna region in Faenza 
Oct. 26, 1952, under the chairmanship of Professor Sighinolfi. 


a 
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They pointed out contraindications for this investigation. Com- 
plications can be avoided by means of proper technical pre- 
cautions and adequate preparation of the patient. They reported 
on their personal experience and showed a motion picture of 
numerous radiograms made at the University of Bologna In- 
stitute of Surgical Pathology. The main indications for aortog- 
raphy are obliterative diseases of the arteries, arteriovenous 
aneurysms and fistulas, embolisms of the abdominal aorta, 
Leriche’s syndrome, and dystrophy of Fontaine. Retrograde 
aortography should be limited to the study of aortic aneurysms 
only. 

The speakers concluded that arteriography of the abdominal 


_aorta is sometimes an indispensable means of solving important 
_ diagnostic problems and selecting the best therapy; it can be 


carried out easily in any hospital. It should be limited, how- 
ever, to selected cases and used only when other simpler 
methods have not given all the information necessary for good 
treatment of the patient. 


PARIS 


Method for Measurement of Left Auricular Pressure.—Fac- 
quet, Lemoine, Alhomme, and Lefebvre have used the trans- 
bronchial route for measurement of the left auricular pressure, 
which has previously been impossible. The method is as fol- 
lows: A bronchoscope is placed in position, and an aspiration 
rod with a special slightly bent forward needle soldered to its 
extremity is set in its lumen. The bronchial wall and then the 
auricular wall are pierced. The rod, irrigated with physiologi- 
cal serum, is connected to a manometer on which pressures 
are recorded. In Archives des maladies de coeur et des vaisseaux 
for August, 1952, pages 741-745, they described observations 
made on 10 patients. The method requires delicate technique 
but is harmless; the mucosa remained intact, and no hemor- 
rhages or infection occurred, thanks to local and systemic use 
of antibiotics. Failure in four cases was due to obturation of 
the needle. In five patients with mitral deficiency, the authors 
noted pressure values corresponding to those found with open 
thorax. This new method, which is still in the experimental 
stage, may permit new methods for investigation of abnor- 
malities of the mitral valve. 


Cerebral Lesions Due to Anoxemia in Respiratory Paralysis. 
—In the Revue de neurologie, Professors Alajouanine, Ber- 
trand, Castaigne, Gruner, and Pecker published the results of 
autopsy studies in 12 cases of acute anterior poliomyelitis, 
one case of polyradiculoneuritis, and one case of ascending 
paralysis. Ten of the patients spent some time in an iron lung. 
The authors noted that, in all cases of acute anterior polio- 
myelitis, there was some leptomeningitis, and diffuse vascular 
congestion as well as inflammatory lesions of the perivascular 
infiltration type. Vasodilatation of variable degree, often accom- 
panied by perivascular hemorrhage, was usually observed. 
Lesions due to anoxemia were present in nine cases in the 
horn of Ammon, motor cortex, pallidum, putamen, occipital 
pole, and insular cortex. According to the authors, the extent 
of the lesions depends on the duration of anoxemia. Anoxemia 
of less than 20 days’ duration produces lesions in 42% of 
cases; if it is present for more than 20 days, lesions occur in 
all cases. In most of the cases degenerative lesions reached 
the cortex and inflammatory lesions did not progress beyond 
the mesencephalon. From the clinical point of view, there is 
a great difference between the frequency of autopsy findings 
of such lesions and the small incidence of clinical syndromes. 
Only 4 of 14 patients experienced psychic disorders or dis- 
orders of consciousness. 


Society for Ophthalmology.—Cortisone——Guy Offret (Paris) 
reported to the Society for Ophthalmology a study of the use 
of cortisone in 200 cases over a one and one-half year period. 
According to Offret, cortisone produces remarkable results in 
the treatment of syphilitic interstitial keratitis before vascu- 
larization has occurred. It is also effective in vernal conjuncti- 
vitis but has no effect in scleritis and episcleritis; it is harmful 
in trachoma. It is very effective in keratitis disciformis and 
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in virus keratitis provided the virus is no longer active 

keratitis due to the commoner organisms, relapses Were oh 
It is not very effective in severe ulcers or in trophic ae 
Gougerot and Sjogeren’s ocular syndromes respond well Z 
cortisone. Recent vascularization processes of the cornea ad 
ocular burns are favorably influenced by local treatment he 
cortisone. Cortisone treatment is very effective in sympathetj 
ophthalmia. Except in serous central chorioretinitis, tar 
and ophthalmia atrophia, retinal alterations are modified lit 
by cortisone. . 

Surgery in Glaucoma.—E. Redslob (Strasbourg) brought 
up the disputed question of surgical intervention in chronic 
glaucoma simplex. He emphasized that some ophthalmologists 
are in the habit of operating on every patient whose intra- 
ocular pressure reaches or slightly exceeds 30 mg. Hg even 
though the function of the eye is unimpaired and the fundus 
is normal. According to the author, ocular pressure normally 
ranges from 12 to 35 mg. and should be considered abnormal 
only when the pressure greatly exceeds 35 mg. The assumption 
that by reduction of the intraocular pressure atrophy of the 
optic nerve and excavation of the papilla can be prevented does 
not always prove to be correct, the pathogenesis of glaucoma 
simplex being still obscure. The author stated that, with Magi- 
tot, he believes that disorders of intraocular circulation are 
due to disturbance of thalamic and hypothalamic centers, Fyen 
if decompressive operations may favorably influence circula- 
tion, they are always mutilating. As complications, the author 
cited the appearance of a central scotoma and an alarming 
diminution of central vision. He did not repudiate the often 
absolute necessity of surgical intervention, but advocated pro- 
longed observation in every case of glaucoma and, above all, 
lengthy check of the effectiveness of miotics in variable doses, 
The author observed for 10 years the action of pilocarpine 
and found that neither the field of vision nor the acuteness 
of central vision was modified. 

Ocular Implants.—P. Bardelli (Metz) studied the action of 
various ocular implants. He noted that in treatment of myopia 
and retinitis pigmentosa, the use of implants from persons with 
the same condition gave the best results. 


Surgical Treatment of Primary Bronchial Cancer.—Sauvage, 
Le Brigand, and Merlier reported to the association of the 
Paris hospitals Sept. 12, 1952, on the 144 operations they 
have done for primary bronchial cancer since 1948. In 53 
cases exploratory thoracotomy was done and in 91 excision 
was done. The authors said that 40% of clinically detected 
cases were inoperable and that in 40% of those in which 
surgery was done the tumor could not be removed. This is 
due to a delay in the detection of cancer. According to the 
authors, cytological examination of material obtained by 
bronchoaspiration never gave accurate results. Even explora- 
tory thoracotomy does not always permit recognition and de- 
limitation of a tumor and even some biopsy specimens are of 
no value, as they are not always taken from the tumor or the 
invaded lymph nodes. Criteria for the choice of x-ray or surgi- 
cal treatment were discussed. Only 5 of 261 patients treated 
with x-rays alone from 1946 to 1949 were living in 1949 in 
spite of the disappearance of cancerous tissues in several cases 
as confirmed by second operations or by autopsies. The authors 
reported on the operative mortality of excision: 3 of 15 
operated on in 1948 and 1949 (20%); 5 of 21 operated on in 
1950 (18%); 2 of 29 operated on in 1951 (7%). There were 
no deaths among patients operated on in 1952. This improve- 
ment of immediate results is due to improvement in surgical 
technique. 


Demography.—The department of statistics reported that the 
population of France increased from 40,300,000 in 1949 to 
42,500,000 in 1952. The death rate decreased to 12.3 per 
1,000 inhabitants. After a constant increase in the marriage 
rate following the liberation, there was a slight decrease from 
32,000 in 1951 to 31,300 in 1952; the number of births also 
fell from 823,000 in 1951 to 820,000 in 1952. Moreover, 
in 1952 there was an excess of 290,000 births over deaths; 
in 1938 the deaths exceeded births by 6,000. There has been 
therefore a slight replenishment of the French population. 
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CHLOROPHYLL AS A DEODORANT 


To the Editor:—I have recently seen an article in a profes- 

gonal journal on chlorophyllin products that seems to me to 

contain misleading and unreliable information. Some of this 

‘formation pertains to advertising and can be used for the 
ion of marketed preparations. 

promotio a 

First of all, the material sold as chlorophyll is not chloro- 
hyll at all and does not even merit the name chlorophyllin. 
Chlorophyll is a complex molecule containing the three im- 
portant portions: (1) the group of four pyrrole rings, (2) the 
jde-chains esterified with phytol and methyl alcohol, (3) the 
magnesium atom in the center. On treatment with alkali, the 
phytol and methyl alcohol are removed, and the remaining salt 
of the free acid is called a chlorophyllin. On subsequent 
treatment with acid, the magnesium is removed and the residue 
is called a pheophorbide. If the magnesium is removed first, 
the residue is a pheophytin. The pheophytins are olive-brown 
but become green when a molecule of copper or nickel is 
added. To the best of my knowledge, the commercial prepara- 
tions are copper or nickel pheophytins or pheophorbides. In 
the article in question, the term “complex processing” merely 
refers to this successive treatment with alkali, acid, and a 
metal salt. This is far from complex and only gives a false 
impression of difficulties in manufacture. 

] understand that most of the commercial products involve 
the use of one group of patents. I am not familiar with the 
wording of these patents, but if, as I believe, they refer only 
to the preparation of water-soluble materials from chloro- 
phyll, I must point out that these reactions were studied early 
in the 20th century by Schlunk and Marchlewski and by 
Willstitter. A particularly full account is given in Willstatter’s 
“Untersuchungen iiber Chlorophyil,” which was translated into 
English by Schertz and Merz and published in 1928. To 
my knowledge, the American Chlorophyll Company has been 
producing water-soluble pheophytin preparations for more than 
10 years. 

It is important to insist on the correct use of names because 
the word chlorophyll, or even chlorophyllin, gives a false im- 
pression to the public. Most persons associate the virtues of 
these prepared chlorophyll products with the known efficiency 
of chlorophyll in carrying out photosynthesis. This material 
is not chorophyll, and, even if it were chlorophyll, it would 
not be in a state of biological activity. Chlorophyll, as it 
occurs in the leaf, is combined with proteins in the chloro- 
plast, and it is only in that form that it is photosynthetically 
active, 

By far the most misleading part of the article is the refer- 
ence to tests that are supposed to have proved chlorophyll 
effective in deodorizing and in large numbers of other activities. 
The status of these tests is extremely doubtful. In the first 
place, it is hardly necessary to point out that the quantitative 
determination of the intensity of smell is a very difficult under- 
taking. As a rule, odors are compared by professional taste 
and odor experts who use a series of reference solutions that 
are made up in standard concentrations and that operate in 
a nearly as possible a reproducible way. It is quite out of 
the question to apply these procedures, rough and empirical 
a they are, to wounds and persons’ breath or body odors. 
It follows that the so-called tests are very likely to be value- 
Iss, The publications in which I have seen descriptions of 
‘periments of this sort make little or no mention of any 
Precautions to obtain reliable data as to the intensities of the 
odors that they claim are removed. I have seen no reliable 
tvidence to indicate the effectiveness of chlorophyll in any of 
the activities claimed for it. 

It is true that I have by no means studied all of the litera- 
lure dealing with the subject and that one can always draw a 
false impression from what is written. Let me say that I will 

happy to withdraw any or all of the above statements if 
ayone can show me convincing evidence that chlorophyll 
«ts as a deodorant or a cure for gingivitis or that it has any 
Meater effect in promoting the growth of granulation tissue in 


wounds than do a vast variety of other nonspecific materials. 
It is my impression that the public is being subjected to a 
racket of tremendous proportions and that the pharmaceutical 
industry is collaborating in this. 


KENNETH V. THIMANN, Ph.D. 
Professor of Biology 

Harvard University 

16 Divinity Ave. 

Cambridge 38, Mass. 


FOREIGN PHYSICIANS AS INTERNS AND 
RESIDENTS IN THE UNITED STATES 


To the Editor:—The Health Resources Advisory Committee of 
the Office of Defense Mobilization has requested me to fur- 
nish you with the following notice to hospitals and to foreign 
physicians planning to take internships or residencies in the 
United States. We hope this notice may prevent some of the 
difficulties that have occurred in the past. 

“The Health Resources Advisory Committee of the Office 
of Defense Mobilization has been concerned with the past con- 
fusion and uncertainty in connection with the possible obliga- 
tion of foreign physicians under the Universal Military Train- 
ing Service Act when such physicians enter the United States 
for the purpose of taking an internship or residency. 

“The Director of the Visa Office of the State Department 
has furnished the following information which should be help- 
ful to all concerned. 

“Arrangements for the admission of foreign medical students 
(physicians) for hospital training as interns and resident phy- 
sicians may currently be made in accordance with the ex- 
change-visitor regulations promulgated under the United States 
Information and Educational Exchange Act of 1948, as 
amended (Section 201). Persons who have entered the United 
States with the exchange-visitor visas issued under this section 
of the law are exempt from the necessity of registering for 
military training or service. 

“This type of visa may be issued only to qualified persons 
who have been selected by sponsors of programs that have 
been designated as exchange-visitor programs by the Depart- 
ment of State. American consular offices abroad have been 
instructed to advise aliens who have been accepted for interns 
or residents by American Hospitals to have the hospital, if 
they have not already done so, apply to the International Edu- 
cation Service of the Department of State for designation of 
an exchange-visitor program. Hospitals planning to use alien 
physicians might prevent present undue delay by applying for 
such designation well in advance of the time they plan to use 
such physicians. 

“Persons who enter the United States for medical training 
with immigrant visas may, if they so desire, depart from the 
United States and apply to an American consular officer abroad 
for an exchange-visitor visa with which to return to this 
country and complete their training. Such persons may, how- 
ever, render themselves inadmissible into the United States 
under the provisions of Section 212(a) (22) of the Immigration 
and Nationality Act as persons who departed to avoid or 
evade training or service in the armed forces of the United 
States unless they are able to establish to the satisfaction of 
the consular officer issuing the visa and of the immigration in- 
spector at their port of entry into the United States that they 
were classified as nonimmigrants at the time of their original 
admission into the United States, that they have not during 
their stay in this country committed any act indicating an 
abandonment of nonimmigrant status or an acceptance of 
permanent-residence status, and that they were properly classi- 
fiable as nonimmigrants at the time of their departure as well 
as at the time of their applications for exchange-visitor visas. 
It is also to be borne in mind that, if such persons have failed 
to report after being called for induction by their local Selec- 
tive Service boards, they will be regarded as delinquent by 
the Selective Service authorities and may be subject to prosecu- 
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tion by those authorities regardless of their possible acquisition 
of exchange-visitor status. In this connection medical trainees 
in this country in the status of permanent residence, who intend 
to depart from the United States, should be advised to so 
inform their local draft boards in order that they will not be 
called for service while outside of the United States and, by 
failing to report, become delinquent in their Selective Service 
responsibilities.” 

W. H. Aurranc, M.D. 

Director, Health Resources Staff 

Office of Defense Mobilization 

Washington 25, D. C. 


‘CANCER DIAGNOSIS 


To the Editor:—The letter by L. Henry Garland in THE 
JOURNAL, May 2, 1953, page 75, admonishes directly only the 
American Cancer Society in the statement of the Cancer Com- 
mission of the California Medical Association. The American 
Cancer Society, thus, becomes the whipping boy for valid or 
imagined misconceptions about cancer detection; the fairness 
of this is open to question. 


First, the statement of the Cancer Commission charges that 
the proponents of cancer detection examinations “frequently 
imply that a detection procedure is a technical or quasi-lay 
procedure. . . .” I can think of no form of physical exami- 
nation that is not a technical procedure, and I know of no 
position ever taken by the American Cancer Society that would 
classify any detection procedure as “quasi-lay” or anything 
except what it should be, a medical procedure. Second, the 
Cancer Commission defines detection as the “effort to discover 
evidence of disease in persons both asymptomatic and sympto- 
matic.” This interpretation differs from that of the American 
Cancer Society in that the Society regards detection as the 
effort to discover evidence of disease in presumably well 
(asymptomatic) persons. It differs also from the interpretation 
of the American College of Surgeons which defines a detection 
center as a medical facility in which a supposedly well person 
can receive an examination for the purpose of discovering 
“silent” cancer. Further, it differs from the interpretation of 
detection accepted by the National Cancer Institute. Finally, 
it differs from the definition of detection held by numerous 
independent authors whose papers have appeared in the recent 
literature (H. W. Jones and W. R. Cameron; F. C. Yeomans; 
E. E. Cliffton and B. Rush; C. MacFarlane; A. G. Moore; 
A. H. Wells; J. F. Hynes; J. L. Neff; E. S. L’Esperance; and 
J. P. A. Latour, et al.). Third, the Cancer Commission holds 
that “there is no distinction between diagnosis and detection 
when the objective of the procedure is the identification of 
health or disease.” As noted above, this view is not general. 
On the contrary, the distinction that detection procedures are 
for presumably well persons, while diagnostic procedures are 
for those presenting evidence (signs and/or symptoms) suggest- 
ing diseases, is so logical and so simple that it has occasioned 
no serious disagreement heretofore. Fourth, the commission 
states, “detection is a part of diagnosis, and not some mechani- 
cal or technical process which can safely be relegated to lay 
persons.” To my knowledge, the American Cancer Society has 
never affirmed any other position, and its policy clearly recog- 
nizes the essential character of professional control, super- 
vision, and participation in detection and diagnostic practice. 

The Cancer Commission correctly maintains that “Detection 
is a step toward diagnosis”; this statement, however, points to 
the flaw in the commission’s position and is at variance with its 
interpretation quoted before. If detection is a step toward 
diagnosis, how can there be no distinction between the two? 
To detect is to look for evidence of disease; to diagnose is to 
determine the precise nature of that evidence of disease. Diag- 
nosis begins where detection ends. Detection procedures are 
rapid screening procedures applicable to large numbers of 
persons. Diagnostic procedures must always be painstaking, 
careful, thorough, and designed to fit the individual problem 
at hand. 

CuarLes S. CAMERON, M.D. 
American Cancer Society, Inc. 
47 Beaver St. 

New York 4. 
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CERVICAL SYMPATHETIC BLOCK 


To the Editor:—In their article “The Evaluation of Steljst 
Ganglion Block for Acute Focal Cerebral Infarcts” (I. 4 
M. A. 151:438 [Feb. 7] 1953), Millikan, Lundy, and Smith 
were unable to report any beneficial effects of stellate ganglion 
blocks in cases of acute cerebral vascular accidents as we did 
some years ago (J. A. M. A. 136:659 [March 6] 1948). Thej, 
study consisted of 27 patients in whom treatment included 
stellate ganglion blocks (we prefer the term cervical Sympathetic 
block) and 60 in whom treatment was the same except that it 
did not include the blocks. They draw conclusions from , 
comparison of both groups. In their series, Millikan and asso¢i. 
ates not only obtained poor results but also observed that, jp 
some of the patients who received blocks, the results were More 
unfavorable than in those who did not. We have treated 
number of patients without any favorable result, but we cannot 
understand why there should ever be any unfavorable resy\, 
In no case of ours has the course of the hemiplegia been yp. 
desirably influenced. 


A great deal of evidence has been adduced by others regard. 
ing the favorable effect of cervical sympathetic block in suit. 
able cases. We do not consider a person in whom the spinal 
fluid is bloody suitable for this therapy. Even if good results 
were observed far less frequently than they are, they would 
still be of very considerable importance to the patient involved 
when they do occur. Since there has been so much positive 
evidence, generalizations should not be drawn from a few 
uninformative cases, unless they are very critically reviewed 
by the author and, most of all, by the reader. Depriving a 
patient of the possibility of immediate improvement or of 
shortening the course of the hemiplegia is serious, since a lack 
of results cannot possibly affect the patient’s future course in 
any way. When the hemiplegic patient is completely or partly 
relieved in a matter of minutes, there is a sharp enough differ- 
ence between that case and the case conventionally treated to 
make a doubtful series of controls superfluous. 


The hemiplegic state involves the occurrence of many and 
diverse phenomena, the nature of which cannot always be 
determined clinically. We will not discuss the vasomotor in- 
fluences in the cerebral blood flow, since they were discussed 
in our original contribution. The subject was also discussed by 
Hicks and Warren in 1951. It is probable that in a certain 
proportion of cases cerebral infarcts are on a purely vasomotor 
basis. Subintimal hemorrhages may also occur in the arteries 
of the cerebral cortex, just as they do elsewhere in the body. 
They may occlude the vessel by formation of a hematoma, or 
they may be the basis for a superimposed thrombosis as well 
as for angiospastic phenomena around the hemorrhage or else- 
where. 


Because numerous inquiries have reached us during the last 
five years regarding our present attitude toward this contro- 
versial method of treatment, we wish to summarize our ex- 
perience since 1948. Seventy-nine patients have been observed 
since our publication in 1948. Some of them were treated at 
home, and from some of them insufficient data have been 
obtained, so that we have 53 patients on whom accurate data 
are available. Twenty of these gave definite evidence of hemor- 
rhage; three were given the diagnosis of brain tumor. This 
leaves 26 patients with so-called thrombosis and 4 in whom 
the clot was diagnosed as embolic in nature. Of the 30 patients 
who were given diagnoses of thrombosis or embolism and who 
were treated by sympathetic block, 10 obtained no appreciable 
relief, 9 obtained dubious relief from treatment, and 11 ob- 
tained definite and, occasionally, complete relief. 

By definite improvement is meant an improvement in speech 
and motor power, a change in reflexes from flaccid to spastic, 
or the regaining of consciousness, if the patient had been un- 
conscious. To validate our results, it was required that all of 
these phenomena occur within 10 to 30 minutes after the 
procaine injection and that they be coincident with the develop- 
ment of Horner’s syndrome. The electroencephalogram may 
show marked improvement at the same time. (de Takats, 6. 
Postgrad. Med. 5:184 [March] 1949.) We have said nothing 
about the influence of treatment on residual symptoms 10 such 
patients, since controls are obviously highly unsatisfactory. 
We are sure, however, that residual symptoms are very mark- 


| Vol. 
edly 
apha 
ce 

that 
| Be 
of re 
with 
repel 
W 
spon: 
| 
bene 
of ot 
has 
the ¢ 
Our 
sudd 
extre 
form 

It 

and 
have 
for. 
hem 
emb 
lesio 
hem 

| seen 
| 1935 
a la 
Sche 
prod 
Thei 

| only 
peri 
| seld 
pati 
| lowe 
a fe 
first 
| In ¢ 
effe 
of t 
| prin 
thas 
nun 
of t 
| IDI 
To 
ples 
| mec 
by 

call 
sibl 
mo 
The 
| Whi 
| the 
gta 
ven 
Hel 

| for 
| fair 
sur 
coll 
In 


1953 


ellate 
A, 
mith 
glion 
> did 
Their 
uded 
hetic 
lat it 
a 
SOci- 
it, in 
More 
ed a 
not 
sult. 
| Un- 


Suit: 
pinal 
sults 
ould 
itive 
few 
wed 
a 
r of 
lack 
e in 
artly 
ffer- 
d to 


and 
be 


Vol. 152, No- 9 


edly decreased. If a patient, who is in coma and who is 

hasic, talks, sits up, and swallows liquids 10 minutes after 
+ esvical sympathetic block, no statistics will convince us 
that the improvement is a coincidence. 


Being clinicians, we cannot enter the discussion of the lack 
of results obtained by the nitrous oxide method of Kety. Even 
with that method, a decrease in vascular resistance has been 
reperted after bilateral stellate ganglionectomy. 

When the first procaine injection caused a favorable re- 
sponse, the injections were repeated for 5 to 10 days with or 
without a plastic tube in place, until the maximum amount of 
benefit had been obtained. In analyzing our results and those 
of others, some favorable and others unfavorable, our emphasis 
has always been on relief of the halo of vasoconstriction about 
the obstructed vessel and the possible relief of perifocal edema. 
Qur aim was to accomplish, if possible, the same kind of 
sudden reduction of edema that occurs in a thrombophlebitic 
extremity after a paravertebral sympathetic block is per- 


formed. 

It is difficult to explain the discrepancy between our findings 
and those of Millikan and his associates. Their material must 
have been vastly different from ours, since, in 60 patients used 
for control, only 4 lesions were reported as being due to 
hemorrhage, 53 were regarded as infarcts, and one as an 
embolus. In our previously reported series of 121 patients, 15 
lesions were due to embolism, 53 to thrombosis, and 53 to 
hemorrhage. This ratio of thrombosis to hemorrhage was also 
seen in the classic study of Aring and Merritt reported in 
1935. By hemorrhage we do not mean only the rupture of 
a larger artery; emphasis of this was adequately reduced by 
Scheinker in 1945. We mean hemorrhagic infarcts that may 
produce xanthochromic fluid four to five days after the insult. 
Their material must have further differed from ours in that 
only half the patients in whom hemiplegia developed over a 
period of 24 hours were still hemiplegic 14 days later. We 
seldom see such mild accidents and suspect that, in such 
patients, small, temporary circulatory deficiencies must have 
occurred, 

We feel that cervical sympathetic block has not been fol- 
lowed by any harmful complications to the patient and that 
a few well-selected patients seen and given injections in the 
first few hours show a moderate, but definite amount of benefit. 
In order for the cervical sympathetic block to be maximally 
effective, it must be done as an emergency measure. The point 
of this treatment is that relief should be expected only in the 
primarily infarctive lesion, with minimal progressive hemor- 
thage. Until such cases can be more precisely delineated, a 
number of patients will be given blocks without any certainty 
of benefit. 


NEWELL CLARK GILBERT, M.D. 
GeEza DE Takats, M.D. 

St. Luke’s Hospital 

Chicago 3. 


IDIOPATHIC ADRENAL APOPLEXY 

To the Editor:—Spontaneous idiopathic bilateral adrenal apo- 
plexy associated with hypertension may not be so rare as the 
medical literature seems to indicate; in fact, the recent article 
by R. C. Greene in THe JouRNAL, May 9, 1953, page 133, 
called attention to its existence. It seems to me that milder, pos- 
sibly unilateral, apoplexy of nonfatal outcome is relatively com- 
mon among hypertensive patients but that it passes undiagnosed. 
The following case illustrates my contention. A 58-year-old 
white woman, with rather marked “essential” hypertension for 
the past 12 years, showed arteriosclerotic hypertensive retinal 
changes, “left ventricular strain pattern” on the electrocardio- 
gram, and a moderate outflow tract enlargement of the left 
Ventricle for the nine years during which I have observed her. 
Her general condition was fairly well balanced and unchanged 
for the same nine years. Suddenly she felt very weak, as if 
fainting, became pale, and had cold sweats. Her blood pres- 
sure dropped to 130/80 mm. Hg; before that “accident,” it 
Was usually 220/120 mm. Hg. She was in a state of semi- 
collapse for three days; thereafter, she gradually recovered. 
this patient, there was neither clinical nor electrocardio- 


871 


CORRESPONDENCE 


graphic evidence of a coronary accident, a cerebrovascular 
accident, or any visible or invisible hemorrhage or infection; 
in fact there was no evidence of any obvious cause for that 
sudden, hypotensive episode. 


In retrospect, it is logical to wonder if some cases of proved 
coronary insufficiency, thrombosis, or cerebrovascular accident 
are not the consequence rather than the cause of a sudden 
drop of a comparatively stable high arterial tension in persons 
having a miopragic arterial system in whom abrupt disturb- 
ance in hemodynamic status occurred because of spontaneous 
adrenal apoplexy. Curiously enough, in the last few weeks, 
this case was the second in which I observed such a clinical 
picture. 

Marpogueo I. SaLomon, M.D. 
1450 Bryant Ave., Bronx 59, N. Y. 


GANGRENE FOLLOWING INTRA-ARTERIAL 
TRANSFUSION 


To the Editor:—In regard to the article entitled “Gangrene 
Following Intra-Arterial Transfusion,” by Blakemore, Dumke, 
and Rhoads, in THE JouRNAL, March 21, page 988, it should 
be pointed out that the technique of intra-arterial transfusion 
employed by these workers is inherently hazardous and should 
be abandoned. It is unnecessary to ligate an artery being used 
for intra-arterial transfusion purposes. It is natural that the 
application of a ligature will necessarily produce problems of 
gangrene as the authors indicate with reference to the anatomy 
of the hand. 


Reference should be made to the article in THE JouRNAL, 
May 31, 1952, page 418, in which a technique is described 
that employs simply the introduction of a pencil point type 
needle or a Lindemann type needle into the exposed artery 
in a centripetal direction. This cannulization is performed 
just as if one were doing a venipuncture. A ligature may be 
placed about the vessel, provided the cannula is in place. The 
purpose of this ligature is obviously to secure the needle within 
the lumen of the artery. At the termination of the intra-arterial 
transfusion, this ligature is, of course, cut. 

After an intra-arterial transfusion with this technique, one 
merely removes the needle and applies a gauze sponge with 
firm pressure against the vessel at the site of puncture. One or 
two mattress type sutures may be placed in the skin, and, after 
five minutes of firm pressure, the sponge can be removed and 
the skin then approximated. Further firm pressure is then 
applied, and, in our experience with the intra-arterial trans- 
fusion as a planned routine procedure in patients expected to 
require large volumes of blood, we have,seen neither gangrene 
nor subsequent hemorrhage from the arterial puncture site. 


VINCENT J. M.D. 

St. Vincent’s Hospital of the 
City of New York 

153 W. 11th St., New York. 


To the Editor:—We are in complete agreement with Dr. Col- 
lins that an artery should not be ligated when intra-arterial in- 
fusion is done. In one of the two cases that we reported 
(J. A. M. A. 151:988 [March 21] 1953), the intra-arterial in- 
fusion was given before the patient came to this hospital, and, 
in the other, the vessel was temporarily occluded, contrary to 
our usual technique. While we believe the technique of ex- 
posing the artery and introducing a needle or cannula into it 
without interrupting its continuity is the best technique, it 
remains to be seen whether or not it is always safe. It is not 
impossible for a vein to become occluded after venipuncture, 
and such an occlusion could conceivably occur in an artery 
also, especially if the needle were left in the vessel for a 
considerable time. 


We did not realize that there was any ambiguity in our 
statement that every attempt should be made to preserve the 
continuity of the vessel and are grateful to Dr. Collins for 
reemphasizing this point. 

S. BLAKEMORE, M.D. 
Paut R. Dumke, M.D. 
JONATHAN E. Ruoaps, M.D. 
3400 Spruce St., Philadelphia 4. 
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COUNCIL ON NATIONAL EMERGENCY MEDICAL SERVICE 


MEDICAL CIVIL DEFENSE PREPAREDNESS 


As a result of a survey of state medical associations and state civil defense officials, the Council on National Emergency 
Medical Service has prepared a revised report showing the status of medical civil defense preparedness. Following is a résumé of 
these data by states. More complete information can be secured by addressing a request to the Council at the American Medical 


Association headquarters. 


Résumé of Information by States Reflecting Status of Medical Civil Defense Preparedness as of June 1, 1953 


C. JosePH STETLER, Secretary, 


State 
Alabama..... 
District of Columbia........... ° 
° 


Maine....... 
Massachusetts *........ 
Michigan....... 
Minnesota....... 
Mississippi....... 


North Dakota..... 


os 


Washington........ ave 


Civil 
Defense 
Legis- 
lation 


Yes 


Medical 
Civil Defense Staff Appropriations Civil 
A— —, Defense 
Total Director Medical Total Medical Plan 
5 Yes No $ 349,000 None No 
5 Yes Yes 500,000 70,000 Yes 
6 Yes Yes 299,460 None Yes 
2 No No None None Yes 
150 Yes Yes 12,000,000 2,791,057 Yes 
36 Yes Yes 40,000 None Yes 
20 Yes Yes 1,021,594 803,903 Yes 
9 Yes Yes 310,000 60,000 Yes 
3 Yes Yes 100,000 None Yes 
ll Yes Yes 97,000 None Yes 
35 Yes Yes 200,000 12,000 Yes 
7 Yes Yes 541,228 280,763 Yes 
34 Yes Yes 10,000 None Yes 
20 Yes Yes 100,000 2,566 Yes 
7 Yes Yes 640,000 58,145 Yes 
2 Yes Yes None None Yes 
5 Yes Yes 1,180,000 97,549 Yes 
15 Yes Yes 59,440 13,000 _ 
28 Yes No 150,000 No Yes 
44 Yes Yes 260,000 None Yes 
14 Yes Yes 1,152,831 900,000 Yes 
_ Yes Yes 1,921,500 785,000 Yes 
43 Yes Yes 270,575 715,000 Yes 
13 Yes Yes 247,575 None Yes 
3 Yes — 20,000 — Yes 
11 Yes Yes 177,550 None Yes 
2 Yes ° Yes 10,500 No Yes 
3 Yes Yes 25,000 No Yes 
2 Yes Yes 24,764 No Yes 
4 Yes Yes 224 000 14,700 Yes 
150 Yes Yes 1,459,000 1,150,000 Yes 
8 Yes Yes 165,000 None Yes 
19 Yes Yes 1,600,000 328,750 Yes 
4 Yes No 185,000 30,000 Yes 
— Yes No 525,000 None _ 
36 Yes Yes 3,125,000 400,000 Yes 
5 Yes Yes 250,000 16,000 Yes 
18 Yes Yes 1,269,790 331,725 Yes 
25 Yes Yes 4,000,000 1,979,000 Yes 
6 Yes Yes 102,000 17,234 No 
4 Yes Yes 14,492 No No 
4 Yes Yes 90,000 None Yes 
— Yes Yes 988,700 210,771 Yes 
6 Yes Yes 100,000 No Yes 
3 Yes Yes 22,500 None Yes 
23 Yes Yes 567,000 50,000 Yes 
15 Yes Yes 2,762,996 523,738 Yes 
20 Yes Yes 132,820 9,000 Yes 
5 Yes Yes 1,500,000 296,000 Yes 
_ Yes Yes 100,000 As necessary Yes 


Civil 
Defense 
Medical 
Assign- 

ments 
No 
Yes 
Yes 


Yes 


Training Practice 
Courses 


Unknown 


Drills 


Yes 
Yes 


Medical 
Society 
Emer- Medica} 
gency Civil 


Medical Defense 
Service Manuals, 


Com- Articles, 

mittees Ete. 
Yes No 
No Yes 
Yes Yes 
Yes 
Yes Yes 
Yes Yes 
Yes Yes 
Yes Yes 
Yes Yes 
Yes 
Yes Yes 
Yes Yes 
No No 
Yes No 
Yes Yes 
Yes No 
Yes No 
Yes No 
Yes No 
Yes Yes 
Yes Yes 
Yes Yes 
Yes Yes 
Yes No 
Yes Yes 
Yes Yes 
Yes No 
Yes No 
Yes No 
Yes Yes 
No Yes 
No No 
Yes Yes 
Yes No 
Yes Being 

prepared 

Yes Yes 
Yes No 
Yes Yes 
Yes Yes 
Yes No 
Yes No 
Yes No 
Yes Yes 
Yes 
Yes No 
Yes No 
Yes Yes 
Yes Yes 
Yes Yes 
Yes Yes 
Yes No 


* Program set up for blood typing all residents. 
t+ When dashes appear, data were unobtainable. 
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UNITED STATES 


4M.A. Am. J. Diseases Children, Chicago 
85:259-392 (March) 1953 


Purpura in Infants and Children: Its Natural History. D. H. Clement and 

L. K. Diamond.—p. 259. 

Immaturity of Single Live Births According to Weight, with Particular 
Reference to Race. M. A. Taff Jr. and C. L. Wilbar Jr.—p, 279. 

Prenatal Closure of Interatrial Foramen. J. G. Wilson, R. A. Lyon and 
R. Terry.—p. 285. 

Treatment of Bacterial Meningitis of Unusual Etiology and Purulent 
Meningitis of Unknown Origin. M. H. Lepper, N. H. Blatt, P. F. 
Wehrle and H. W. Spies.—p. 295. 

Use of Aspiration Lung Puncture in Diagnosis of Idiopathic Pulmonary 
Hemosiderosis. S. S. Gellis, J. L. D. Reinhold and S. Green.—p. 303. 
*Neonatal Granuloma Venereum. C. W. Scott, D. M. Harper, R. S. Jason 

and E. B. Helwig.—p. 308. 

Hypervitaminosis A: Review with Discussion of Vitamin A. A. G. Knud- 

son Jr. and P. E. Rothman.—p. 316. 


Neonatal Granuloma Venereum.—An infant boy was admitted 
to the hospital with a diagnosis of acute suppurative otitis 
media. There was a large tender mass behind the right ear, and 
exudate came from the right external auditory canal. A 
perforation was visible in the tympanic membrane. Treatment 
with penicillin and sulfadiazine proved ineffective, and the 
abscess in the postauricular area had to be incised and drained. 
Culture of the drained material yielded Staphylococcus aureus 
and Staph. albus. Later ulcers developed at the umbilicus and 
the dorsum of the penis, and a lesion appeared on the forearm, 
which destroyed a large part of the shaft of the radius. This 
last lesion was treated with x-rays, in the belief that it was 
either Ewing’s sarcoma or tuberculosis, but it increased in size. 
Kahn and tuberculin tests repeatedly gave negative results. 
Microscopic examination of the lesions suggested lymphogranu- 
loma venereum so treatment with stibophen-U.S.P. (Fuadin) 
was instituted five months after the first admission of the 
infant. Four two-week courses of the drug were given, each 
followed by a treatment-free interval of a week. The daily 
dose was 2 cc. Following the second course of stibophen, the 
lesion of the radius began to shrink. The postauricular, um- 
bilical, and penile lesions definitely regressed, although they 
did not heal completely. About a month after treatment for 
lymphogranuloma venereum had begun, it was found that the 
woman who had pretended to be the infant’s mother was not 
his mother, but that the true mother was in another hospital 
being treated for granuloma venereum. The recalcitrant post- 
auricular, penile, and umbilical lesions of the infant later sub- 
sided following treatment with streptomycin. In the absence of 
positive demonstration of Donovan bodies from each site, it 
is impossible to state unequivocally that all of the lesions in 
this case were due to granuloma venereum. The simultaneous- 
ness of their appearance coupled with their uniform response 
(0 specific therapy, however, indicates a common etiological 
background. The authors believe that this is the first reported 
case Of neonatal granuloma venereum. They point out, how- 
‘ver, that granuloma venereum presents a definite hazard to 
pregnancy and delivery, other authors having reported five 
infant deaths in 14 deliveries of mothers with this disease. 


Periodicals on file in the Library of the American Medical Association 
may be borrowed by members of the Association or its student organi- 
zion and by individual subscribers, provided they reside in continental 
United States or Canada, Requests for periodicals should be addressed 
Library, American Medical Association.” Periodical files cover only the 
last 11 years, and no photoduplication services are available. No charge is 
made to members, but the fee for other borrowers is 15 cents in stamps 
for each item. Only three periodicals may be borrowed at one time, and 
they must not be kept longer than five days. Periodicals published by the 
American Medical Association are not available for lending but can be 
‘upplied on purchase order. Reprints as a rule are the property of authors 
‘nd can be obtained for permanent possession only from them. 


Titles marked with an asterisk (*) are abstracted. 


MEDICAL LITERATURE ABSTRACTS 


A.M.A. Arch. Neurology and Psychiatry, Chicago 
69:145-280 (Feb.) 1953 


Quantitative Studies of Experimental Production and Treatment of Acute 
Closed Cerebral Injury. G. M. Hass and C. B. Taylor.—p. 145. 

Amyotrophic Lateral Sclerosis: Clinicoanatomic Study of Fifty-Three 
Cases. T. Lawyer Jr. and M. G. Netsky.—p. 171. 

Group Therapy of Patients with Multiple Sclerosis: Preliminary Report. 
M. Day, E. Dat and R. Herrmann.—p. 193. 

Progressive Bulbar Paralysis Showing WHeredofamilial Incidence and 
Intellectual Impairment. E. E. Robertson.—p. 197. 

Hemangiomas of the Pons. K. Teilmann.—p. 208. 

Aggression, Guilt and Cataplexy. M. Levin.—p. 224. 

Retraction Nystagmus and Retraction of Eyelids Due to Arteriovenous 
Aneurysm of Midbrain. H. Askenasy, H. Wijsenbeek and E. Herz- 
berger.—p. 236. 

Bilateral Encapsulated Subdural Effusion Complicating Bacterial Menin- 
gitis in Infancy: Report of Case with Review of Literature. J. A. 
Epstein and S. E. Goldzier II.—p. 242. 


A.M.A. Arch. Pathology, Chicago 
§5:173-256 (March) 1953 


Histogenesis of Breast Tumors in Rats Receiving 2-Acetylaminofluorene. 
R. C. Ross, R. F. Scarf and S. C. Skoryna.—p. 173. 

Polycerebrosides in Gaucher’s Disease: 1. Isolation, Composition, and 
Physical Properties. L. L. Uzman.—p. 181. 

Esophageal Varices Without Hepatic Cirrhosis. N. Garrett Jr. and E. A. 
Gall.—p. 196. 

Nature and Genesis of Pulmonary Alterations in Carbon Tetrachloride 
Poisoning. W. Umiker and J. Pearce.—p. 203. 

Bacterial Endocarditis Due to Pseudomonas Aeruginosa. B. A. Waisbren 
and E. V. Hastings.—p. 218. 

Pyloric Obstruction Due to Mucosal Diaphragm. A. N. Rota.—p. 223. 

Human Significance of Experimental Carcinogenesis. P. E. Steiner. 
—p. 227. 

Vertebral Column: Methods for Removal, Reconstruction, and Gross 
Sectioning. G. Selin, S. Schlyen and H. L. Jaffe.—p. 245. 


American Heart Journal, St. Louis 


45:3 19-476 (March) 1953 

Relative Values of Techniques Used in Detection of Heart Disease. 
E. Phillips, J. M. Chapman and L. S. Goerke.—p. 319. 

Natural History and Course of Hypertension with Papilledema (Malignant 
Hypertension). M. F. Schottstaedt and M. Sokolow.—p. 331. 

Electrocardiographic Changes in Hypertension Treated by Methonium 
Compounds. A. E. Doyle.—p. 363. 

*Role of Pulmonary Stenosis in Production of Chronic Cyanosis. A. Selzer 
and W. H. Carnes.—p. 382. 

Aberrant Ventricular Conduction Simulating Paroxysmal Ventricular 
Tachycardia. C. P. Stevenson, F. B. Hine and H. A. Bradford.—p. 396. 

*Transient Ventricular Fibrillation: V. The Effects of Oral Administration 
of Quinidine Sulphate on Patients with Transient Ventricular Fibrilla- 
tion During Established Atrioventricular Dissociation. S$. P. Schwartz, 
M. P. Margolies and A. Firenze.—p. 404. 

Electrocardiographic Mirror Pattern Studies: I. Experimental Validity 
Tests of Dipole Hypothesis and Central Terminal Theory. O. H. 
Schmitt, R. B. Levine and E. Simonson.—p. 416. 

Diagnosis of Infarction of Interventricular Septum. H. L. Osher and 
L. Wolff.—p. 429. 

Clinical Studies on Parasystole. P. Mueller and B. Baron.—p. 441. 

Eccentricity as Cause for Difference Between Vectorcardiograms Regis- 
tered by Cube and Tetrahedral Systems. A. I. Schaffer, P. G. Berg- 
mann, L. J. Boyd and others.—p. 448. 

*Coarctation of Aorta in Three Members of Family. R. R. Taylor and 
B. E. Pollock.—p. 470. 


Pulmonary Stenosis in Chronic Cyanosis.——The importance of 
pulmonary stenosis in the production of chronic anoxemia and 
cyanosis was studied in 132 cases of pulmonary stenosis col- 
lected from the literature. Of these patients, 69 had pure 
pulmonary stenosis with closed cardiac septums, 35 had pul- 
monary stenosis with patent foramen ovale, and 28 had the 
tetralogy of Fallot. Analysis of reported pathological, physi- 
ological and clinical observations in these 132 patients showed 
that there is a fundamental difference between pure pulmonary 
stenosis and that associated with intracardiac shunts. In the 69 
patients with pulmonary stenosis with closed septums the 
oxygen saturation of arterial blood has been normal. Pure 
pulmonary stenosis not associated with an intracardiac com- 
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munication is a noncyanotic disease; while cyanosis was fre- 
quently mentioned in the cases of this type, it was almost 
always associated with chronic cardiac failure. No relationship 
was observed between the presence and severity of cyanosis 
and the degree of pulmonary stenosis, such as one would 
expect if the two conditions had a causal relationship to one 
another. It is concluded that anoxemia is not a feature of 
pure pulmonary stenosis and that stagnant cyanosis, if present, 
is probably related to heart failure and not directly attributable 
to pulmonary stenosis. Of the 35 patients with pulmonary 
stenosis with patent foramen ovale, 30 were reported to have 
had cyanosis and in 15 it was described as severe. Anoxemia 
and chronic cyanosis thus are almost always present in patients 
‘with this type of pulmonary stenosis and are due to a right-to- 
left shunt through the foramen ovale, which is caused by 
pressure changes resulting from the pulmonary stenosis. This 
was attested by the direct relationship between the degree of 
pulmonary stenosis and the severity of cyanosis on the one 
hand, and by the similarly close relationship between the size 
of the foramen ovale and the cyanosis on the other hand. 
Furthermore, catheterization data, angiocardiographic reports, 
and experimental studies support this concept. All evidence in 
the 28 patients with tetralogy of Fallot, 18 of whom were 
severely cyanotic during the terminal stage of the disease, 
indicated that in cases with a large ventricular septal defect 
the systemic circulation must be supported by an elevated 
resistance within the lesser circulation as a condition for sur- 
vival. Pulmonary stenosis constitutes one of the available 
mechanisms for this adjustment, and is not the only important 
factor in the production of anoxemia and cyanosis. The differ- 
ent roles of pulmonary stenosis in its various forms in the 
production of chronic cyanosis are of definite practical im- 
portance in connection with the surgical approach to correction 
of cyanosis and anoxemia: the right-to-left shunt through the 
foramen ovale can be lessened or abolished by pulmonary 
valvulotomy, while in the tetralogy of Fallot a Blalock or Potts 
anastomosis appears to be a much safer approach to the 
problem but represents a purely palliative procedure. As a 
result of their observations in the three syndromes of pul- 
monary stenosis, the authors state that pulmonary stenosis can 
be regarded as the principal factor in chronic cyanosis only in 
the syndrome of pulmonary stenosis with patent foramen ovale. 


Quinidine in Transient Ventricular Fibrillation.—The effects 
of the oral administration of quinidine sulfate were studied on 
three patients with transient ventricular fibrillation during 
established atrioventricular dissociation. Continuous electro- 
cardiograms were obtained before, during, and subsequent to 
the administration of the drug. The drug was administered in 
graded doses (3 grains [0.2 gm.] at hourly intervals or a single 
dose of 6 grains [0.4 gm.] or 10 grains [0.67 gm.]), and it was 
determined that in the same doses its action was variable from 
patient to patient. The duration of its effects as judged by the 
alterations in the cardiac rhythms and the intensity of its action 
depended on the size of the dose. Quinidine sulfate depressed 
conduction within the ventricles very early after its use, as 
indicated (1) by an unusual prolongation of the RS-T or Q-T 
segments; (2) by the appearance of progressively increasing 
negative T waves; and (3) by the development of deformed 
ventricular complexes associated with the onset of premature 
beats of the ventricles, only portions of which were super- 
imposed on the ascending limbs of the T waves. These changes, 
which appeared early after the use of the drug, were similar to 
the changes observed as preliminary events in the natural 
course of transient ventricular fibrillation. Quinidine sulfate 
increased the refractory period of the ventricles, as may be 
judged by the early unusual prolongation of the returning 
cycles following the premature beats of the ventricles when 
they appeared during established atrioventricular dissociation. 
The drug was responsible for recurrent periods of transient 
ventricular fibrillation that persisted for hours once the 
mechanism set in following its use. Quinidine sulfate depressed 
both rhythmicity and irritability of the heart. Long pauses of 
asystole of the ventricle ended the fibrillary process and the 
impulse-building centers in the atrioventricular node and ven- 
tricles were retarded. The drug augmented the effects of fatigue 
and rapid stimulation of the heart in the postfibrillary period. 
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Unlike procaine amide hydrochloride, quinidine sulfate did not 
influence the rhythmical center in the atrioventricular nod 
unless conduction disturbances and refractoriness were affectes 
first. The duration of the action of quinidine sulfate op such 
patients was longer than that of procaine, even when smaller 
doses were used. Quinidine sulfate is contraindicated jn Patients 
with transient ventricular fibrillation during established atrio. 
ventricular dissociation. 


Familial Coarctation of the Aorta.—The occurrence of oar. 
tation of the aorta in three members of one family, a 4}-yeq;. 
old mother, a 16-year-old daughter, and a 17-year-old son, js 
reported. Congenital heart defects occurring in several mem. 
bers of one family are not unusual, but familial coarctation 
of the aorta is unusual. These three cases support the view tha 
heredity may act as an etiological agent in coarctation of the 
aorta, although this relationship must remain speculative. 


American Journal of Obstetrics & Gynecology, St. Louis 


65:465-696 (March) 1953. Partial Index 

Physician in Current Fiction. R. A. Kimbrough Jr. and A. M. Kim. 
brough.—p. 472. 

*Circumvallate Placenta. R. J. Paalman and C. G. Vander Veer.—p. 49), 
Postpartum Convulsions. F. J. Hofmeister and R. C. Brown.—p. 493, 
Dysmenorrhea. N. F. Miller and S. J. Behrman—p 505. 

Total Hysterectomy at Cesarean Section and in the Immediate Puerpera| 
Period. I. Dryer, F. G. Nix, J. C. Weed and C. H. Tyrone.—p, 517, 
Nineteen-Year Survey of Maternal Mortality at Cook County Hospital, 

J. E. Fitzgerald and A. Webster.—p. 528. 

Intraepithelial Carcinoma of Vulva. S. H. Gardiner, F. E. Stout, J. L. 
Arbogast and C. P. Huber.—p. 539. 

Experimental Nonsurgical Therapy of Pelvic Malignancies: Review. 
A. C. Barnes.—p. 550. 

Relationships of Female Urethra and Bladder in Urinary Stress Incon- 
tinence. C. P. Hodgkinson.—p. 560. 

Morbidity and Mortality in Total Hysterectomy. C. G. Johnson and 
R. G. Burman.—p. 574. 

Colpocleisis. K. E. Cox and R. F. Lamar.—p. 583. 

Bill’s Maneuver in Relation to Persistent Occiput Posterior Positions. 
G. G. Greene and A. E. M. Smith.—p. 611. 

Studies of Effects of Diuretic Agents on Excretion of Water, Sodium, 
Potassium, and Nitrogen in Pregnant Patients. J. H. Randall, K. Daum, 
R. W. Knouse and E. L. Cocanougher.—p. 618. 

Merkel Modification of Richardson Test for Diagnosis of Pregnancy. 
R. H. Fischer. and S. P. McColgan.—p. 628. 

Vaginal Deliveries During Profound Curarization. C. B. Pittinger, L. E. 
Morris and W. C. Keettel.—p. 635. 

Use of Dienestrol to Inhibit Lactation in Nonnursing Mothers. W. Kosar, 
W. Nash and C. L. Buxton.—p. 639. 

Rh Isosensitization, Intrauterine Fetal Death, and Hypofibrinogenemia. 
C. H. Peckham Jr. and L. F. Middlebrook Jr.—p. 644. 

Note on Demand Feeding. P. E. Rothman.—p. 651 


Circumvallate Placenta.—Experiences with 41 cases of cir- 
cumvallate placenta in 8,562 consecutive deliveries are pre- 
sented to demonstrate the clinical significance of this condi- 
tion. While the diagnosis of circumvallate placenta cannot be 
made with certainty until labor is completed and the placenta 
inspected, intermittent vaginal bleeding, hydrorrhea, and uterine 
contractions are the common symptoms that suggest the pres- 
ence of circumvallate placenta. The predelivery diagnosis !s 
oftenest confused with placenta praevia and abruptio pla- 
centae. Management of patients with circumvallate placenta 
is principally expectant, although bleeding in some cases de- 
mands treatment. The threats to the mother are hemorrhage, 
infection, and third-stage complications. The fetal survival 
rate is low, due primarily to abortions and premature labors. 
Despite the fact that fetal loss is high, circumvallate placenta 
is disregarded as an etiological factor in many reports on 
fetal mortality. Textbooks on obstetrics likewise give few 
factual data about the clinical significance of circumvallate 
placenta, while devoting chapters to placenta praevia. There 
is also a paucity of reports regarding this entity in the cur- 
rent literature. The authors feel that it is extremely importan! 
to be aware of circumvallate placenta, for although there 1s 
little definitive therapy, it is a serious error to treat patients 
actively for the mistaken diagnosis of placenta praevia. They 
wonder how many are subjected to cesarean section for cil- 
cumvallate placenta by those who routinely use section, with- 
out vaginal examination, in patients with bleeding in the last 
trimester of pregnancy. 
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Acta Cardiologica, Brussels 
8:1-110 (No. 1) 1953. Partial Index 
*problems in Selection of Patients for Mitral Valvulotomy. G. Biorck. 


—p. 1. 
qua and Physiopathological Study of Eight Cases of Isolated Pul- 
monary Stenosis. R. Pannier, A. van Loo, K. Vuylsteek and others. 


—p. 8. 
pallistocardiogram in Acquired Valvular Disorders. F. Di Giuseppe. 


—p. 22 

Selection of Patients for Mitral Valvulotomy.—Valvulotomy 
was performed on 13 patients with mitral stenosis who were 
regarded as good risks, 3 who were considered fair risks, and 
2 who were poor risks. In evaluating the risk the authors 
took into consideration the functional capacity of the heart 
according to the classification of the New York Heart Asso- 
ciation, and the mental and physical vigor of the individual 
patient. Of the 13 patients in the good risk group, 11 were 
clinically improved by the operation and 2 were not. Of the 
three less good risks, two were clinically improved and one 
died of ventricular fibrillation 48 hours after the operation. 
The two bad risk patients died postoperatively, one from 
cerebral embolism and the other from cardiac failure. Previous 
embolization increases the risk of mitral valvulotomy because 
of the possible presence of thrombotic material in the left 
auricle. Angiocardiography performed in 17 patients to de- 
termine the presence of thrombotic material preoperatively 
failed because only fairly large thrombi can be detected by 
this method, whereas the incidence of small thrombi is much 
greater. Attempts to collect thrombotic material by a hoop- 
net passed into the left auricle along the surgeon’s finger have 
not been encouraging. Early anticoagulant therapy with heparin 
and bishydroxycoumarin (Dicumarol) instituted at the end of 
the first or at the beginning of the second postoperative day 
did not cause any complications and should be carried out 
when a cerebral embolism has occurred during or after the 
operation and also in patients with large auricles, who are 
likely to have thrombosis within the auricle in connection 
with the intervention. As a result of his experience, the author 
states that many patients with mitral stenosis classified in func- 
tional group 3 of the New York Heart Association will benefit 
from valvulotomy. Patients classified in functional group 2 
are good risks but derive little or only moderate benefit from 
surgical treatment; an improved technique may give them a 
better chance in a few years. Patients aged over 50 and with 
repeated embolisms have been considered as unsatisfactory 
risks, and patients with predominant mitral regurgitation, with 
active rheumatic or subacute bacterial endocarditis, with gross 
cardiac failure, or with damaged myocardium, have been 
considered unsuitable for mitral valvulotomy. 


Isolated Pulmonary Stenosis.—The occurrence of isolated pul- 
monary stenosis is reported in five children between the ages 
of 4 and 15 years and in three adults, aged 24, 27, and 52. 
Four of the eight patients had no complaints and three com- 
plained of moderate dyspnea on effort; only the 52-year-old 
patient had moderately severe dyspnea and mild peripheral 
cyanosis, but this patient had malignant hypertension associ- 
ated with pulmonary stenosis. A pronounced systolic thrill 
was felt in all patients; in five it was felt in the second left 
intercostal space and in one in the third intercostal space; in 
the remaining two it could be felt in two distinct locations, 
but it was more pronounced in the second intercostal space. 
In six patients moderate hypertrophy of the right ventricle 
was demonstrated on roentgenologic examination, while asso- 
ciated hypertrophy of the left ventricle was observed only in 
the 52-year-old patient. Electrocardiographic recording revealed 
deviation of the electrical axis to the right in five patients, a 
normal electrical axis in two, and left axis deviation in the 
Patient with malignant hypertension. Examination of the fundus 
oculi revealed slight dilatation of the retinal veins in all pa- 
tients and occasionally of the retinal arteries also. Cardiac 
catheterization was performed in all patients, and pressure 
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values as well as oxygen volume percentage corresponded with 
the criteria generally agreed on for diagnosis of isolated pul- 
monary stenosis. In six patients the ether circulation time test 
was performed by injecting 0.3 cc. of ether intravenously or 
the same amount directly into the cardiac cavity through the 
catheter. All the patients had negative results from the test. 
Isolated pulmonary stenosis is a commoner congenital heart 
disease than was formerly believed. It rarely causes pronounced 
discomfort, and it may be tolerated well for a long time. 
Cardiac catheterization is of considerable aid in establishing 
the diagnosis. Determination of the oxygen content of blood 
samples withdrawn from the chambers of the right heart, the 
pulmonary artery, and the femoral artery are essential for 
making the differential diagnosis between pure pulmonary 
stenosis and that associated with arteriovenous or venous- 
arterial shunt. In isolated pulmonary stenosis the ether circu- 
lation time test is always negative. With the methods available 
today, the presence of a small but dynamically unimportant 
shunt cannot be excluded. 


Bordeaux Chirurgical 


No. 4:157-216 (Oct.) 1952. Partial Index 


Diaphragmatic Hernia with Megadolichocolon Operated On; Late Pul- 
monary Functional Results. Dufour, Castaing, Conardeau and Bricaud. 
—p. 157. 

Twenty-Five Cases of Spinal Anesthesia with Tetracaine Hydrochloride 
(2-Dimethylaminoethyl p-butylaminobenzoate hydrochloride). M. J. Ma- 
gendie.—p. 161. 

*Ten Cases of Thromboangiitis Treated by Adrenalectomy. M. R. Tingaud. 
—p. 166. 


Adrenalectomy for Thromboangiitis—Adrenalectomy com- 
bined or not with sympathectomy was performed on 10 men 
between the ages of 26 and 60 with thromboangiitis obliterans. 
Four of the 10 patients obtained excellent results, with com- 
plete disappearance of the functional disorder and the trophic 
disturbances, one a good result with diminished functional 
disturbances compatible with a certain degree of active life, 
and two moderate results with simple stabilization. Three were 
therapeutic failures, with death resulting in one. These results 
correspond to those reported previously by Wertheimer and 
Leriche. Adrenalectomy is not a miraculous method of treat- 
ment but a functional operation; it does not exert any effect 
on an established thrombosis, but the progressive character of 
the disease and its spasmodic element are definitely benefited. 
It has been emphasized that most patients were operated on 
after failure of medical treatment. Adrenalectomy should never 
be performed in senile angiopathy, and, although it is the 
method of choice for thromboangiitis obliterans, it is bound 
to fail in patients in whom an arterial tree has been consider- 
ably impaired by sclerosis and has been obliterated in its total 
distal portion. Microscopic examination of the removed ad- 
renals revealed hyperplasia of the medulla but also pronounced 
changes of the cortex. This is additional evidence in favor of 
adrenalectomy but not a proof beyond any doubt, since good 
results with medullectomy alone had been reported by other 
workers. In conclusion the author states that the results of 
medical treatment can not compare with those of surgical 
treatment. Adrenalectomy or medullectomy, when done early 
in a still functional stage of the disease or when thrombosis is 
still limited, will give results superior to those of any other 
therapeutic procedure. 


British Journal of Radiology, London 
26:113-160 (March) 1953. Partial Index 


Qualitative Comparison Between Standard Type of Examination and 
Tomography for Certain Intraosseous Structural Changes. F. Knutsson. 
—p. 113. 

Method of Reducing Exposures in Indirect Radiography (Fluorography). 
P. S. Silver, T. H. Hills and R. W. Stanford.—p. 136. 

Prognostic Value of Early Tests of Thyroid Function After Treatment of 
Thyrotoxicosis by I. N. B. Myant.—p. 139. 

Tumours of Sacrum. W. G. Norman.—p. 144. 

Suprarenal Tumour Demonstrated by Presacral Insufflation of Carbon 
Dioxide. K. E. Hodge.—p. 147. 

Relative Biological Effectiveness of 17 MeV Electrons, M. K. Austin, J. S. 
Laughlin and H. Quastler.—p. 152. 
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British Medical Journal, London 
1:467-520 (Feb. 28) 1953 


Electrophoresis of Human Gastric Juice in Relation to Castle’s Intrinsic 
Factor. A. L. Latner and C. C. Ungley.—p. 467. 

Definition and Assessment of Respiratory Function. K. W. Donald. 
—p. 473. 

Thrombo-Angiitis Obliterans: Clinical Diagnosis and Classification of 
Cases. R. L. Richards.—p. 478. 

Simplified Method of Drug Treatment for Thyrotoxicosis: Using a Uni- 
form Dosage of Methylthiouracil and Added Thyroxine. R. Fraser and 
M. Wilkinson.—p. 481. 

spans Ovale and Some Scaly Conditions of Scalp. F. A. Whitlock. 
—p. 484. 

Case of Primary Ovarian Pregnancy. R. G. Whitelaw.—p. 488. 

Delayed Chloroform Poisoning in Obstetric Practice. R. L. Lunt.—p. 489. 


1:521-576 (March 7) 1953 


*Isoniazid in Treatment of Pulmonary Tuberculosis: Second Report to 
Medical Research Council by Their Tuberculosis Chemotherapy Trials 
Committee.—p. 521. 

M. Canis Ringworm and Loss of Schooling. B. A. Thomas.—p. 536. 

Field Trials of New Antimalarials in West Africa. L. J. Bruce-Chwatt and 
H. M. Archibald.—p. 539. 

*An Assessment of Chlorophyll as Deodorant. J. C. Brocklehurst.—p. 541. 

Capacity of Cationic Exchange Resin (“‘Zeo-Karb 225’’) In Vivo. P. Four- 
man.—p. 544. 

Effect of Nikethamide by Mouth in Man. J. G. Macarthur.—p. 547. 


Isoniazid in Treatment of Pulmonary Tuberculosis.—A clinical 
trial of isoniazid alone and in combination with other drugs in 
the treatment of pulmonary tuberculosis is being conducted by 
the British Medical Research Council. Streptomycin (1 gm. 
daily) and isoniazid (100 mg. twice a day) were given to 142 
patients; streptomycin (1 gm. daily) and sodium p-amino- 
salicylate (5 gm. four times a day) were given to 102 patients; 
and isoniazid alone (100 mg. twice a day) was given to 120 
patients. The type of treatment given was allocated at random. 
Three main groups of patients were observed: (1) those with 
acute, rapidly progressive disease of recent origin; (2) those 
with other forms suitable for chemotherapy; and (3) those with 
chronic disease unlikely to respond to chemotherapy. The 
distribution of patients with severe and less severe illness was 
similar for each type of treatment. The general condition of 
the majority of patients had improved at the end of three 
months, but the differences between the results obtained by 
the various types of treatment were slight. Average weight 
gains were 13 lb. for patients receiving streptomycin and 
isoniazid; 6 lb. for those receiving streptomycin and p-amino- 
salicylic acid; and 13 lb. for those receiving isoniazid alone. 
The temperature of febrile patients fell to normal in 82% of 
those given streptomycin and isoniazid, 76% of those given 
streptomycin and p-aminosalicylic acid, and 68% of those 
given isoniazid. Reduction of the erythrocyte sedimentation 
rate from 21 mm. or more to 10 or less was observed in 45% 
of the patients given streptomycin and isoniazid as compared 
with 21% of those given streptomycin and p-aminosalicylic 
acid and 25% of those given isoniazid. Patients receiving 
combined treatments showed a better radiographic response 
than those given isoniazid alone. The proportions of patients 
bacteriologically negative, both on direct examination and on 
culture, at a single examination after three months of treat- 
ment were 67% for those receiving streptomycin and isoniazid, 
55% for those receiving streptomycin and p-aminosalicylic 
acid, and 37% for those receiving isoniazid. The results ob- 
tained at the end of three months indicate that the combination 
of streptomycin and isoniazid with the dosages used was the 
most effective treatment, although its superiority to strepto- 
mycin and p-aminosalicylic acid was not great; full evaluation 
cannot be made without a longer period of observation. Studies 
of drug resistance show that none of the three drugs, isoniazid, 
streptomycin, or p-aminosalicylic acid, should be used by itself, 
nor should any two of them be used in combination for a 
patient who has already developed resistance for one of the 
two. 


Use of Chlorophyll as a Deodorant.—Experiments are reported 
to show that chlorophyll has no value as a deodorant. Four 
types of chlorophyll were used: (1) sodium copper chloro- 
phyllin in a solution of 1 gm. in 10 ml.; (2) a crude commer- 
cial preparation of water-soluble chlorophyll intended for use 
as coloring matter; (3) a proprietary preparation intended for 
use as a wick-type atmospheric deodorant; and (4) a proprietary 
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preparation for dispensing purposes, said to contain 12.5%, 
water-soluble chlorophyll. Two experiments Providing ob. 
jective determinations of the effect of chlorophyll on odors 
showed that (1) exposure of methylmercaptan gas in a closed 
system to water-soluble chlorophyll did not reduce the amount 
of gas passing over to an indicator as compared with a cop. 
trol; and (2) exposure of small quantities of methylmercaptan 
gas to water-soluble chlorophyll in a closed system for up to 
three days did not remove the smell of mercaptan. The third 
experiment, in which it was found that exposing various strong 
smelling solutions to water-soluble chlorophyll by mixture did 
not remove the smell of the solutions even when exposure 
was continued for one or more months, depended on the ob- 
server’s sense of smell. Criticism based on this fact, however, 
would be equally applicable to all previously published fing- 
ings supporting the value of chlorophyll as a deodorant. 
Chlorophyll was administered, in various forms, to an jin- 
continent patient without any effect on the characteristic odor 
of urine. Large doses of chlorophyll tablets (at least 25 times 
greater than those usually recommended) failed to prevent the 
appearance of the distinctive odor of asparagus in the urine 
after the eating of this vegetable, and 800 mg. of chlorophyll 
taken daily for one week did not remove the odor of urine, 
feces, or axillary perspiration. 


Gazzetta Medica Italiana, Milan 
112:1-28 (Jan.) 1953. Partial Index 


Chlorophyll in Treatment of Skin Lesions: Experimental and Clinical 
Study. E. Perazzo and M. Fantino.—p. 1. 

Intravenous Infusions of Penicillin-Procaine-Hyaluronidase in Treatment 
of Chronic Pulmonary Suppurations. E. Lutzu.—p. 8. 

*Two Years Experience with Thiosemicarbazone in Tuberculosis. C. Ro- 
gnato.—p. 15. 


Thiosemicarbazone in Tuberculosis—A follow-up of 143 
patients with various forms of tuberculosis 6 to 12 months 
after discontinuation of thiosemicarbazone therapy revealed 
good results in 72% of them. The effects of the drug were 
especially good in patients with secondary hilitis, early in- 
filtrations, lobitis, nodular infiltrations before the onset of 
ulcerous and caseous lesions, and miliary and cavitary forms 
amenable to collapse therapy. Patients with chronic primary or 
secondary tuberculosis had slight improvement only, whereas 
results were poor in those with cavitary forms. In these 
patients, however, the intracavitary secretion was decreased. 
The drug was given orally to all patients and those with osteo- 
chondritis received it locally also. On the first day 25 mg. 
were given in two divided doses after meals; every day there- 
after the dose was increased by 25 mg. up to a total daily dose 
of 150 mg. This quantity was given in three divided doses 
after each meal, and this first course of therapy was continued 
for 90 days.-After a 30 day treatment-free interval, 100 mg. 
were again given daily for 30 days in two divided doses after 
breakfast and dinner. The therapy had to be discontinued in 
10 patients because of side-effects attributable to their neuro- 
pathic tendency. After 10 to 15 days, there was an improve- 
ment in most of the other patients; asthenia decreased, elevated 
temperatures dropped, and appetites increased, and after 25 
to 50 days 92% of the patients had gained weight. The 
erythrocyte sedimentation rate decreased in 90% within 15 to 
20 days. The radiological picture improved in 101, especially 
in those with hilitis, early inflammation, lobitis, and pneumonia. 
Slight traces of albumin were found in two patients during the 
treatment, while they disappeared in 6 of 10 patients in whom 
they were present before the drug was given. Skin reaction to 
percutanous injection of thiosemicarbazone increased in 35 
patients. To account for the greater in vivo action of the drug 
as compared to its in vitro action, the author says that bio- 
chemical changes occur in the organism after the administra- 
tion of the drug and these produce defense reactions. In fact, 
the decrease in the erythrocyte sedimentation rate is, accord- 
ing to him, too abrupt to be attributed to the bacteriostatic 
action of thiosemicarbazone alone. A twofold activity of the 
drug, bacteriostatic and nonspecific, is suggested and is at- 
tributed to the complexity of the thiosemicarbazone molecule. 
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Acute Renal Failure, Including the Use of the Artificial Kidney. By 
John T. MacLean, M.D., F.R.C.S.(C)., F.A.C.S., Assistant Urologist, 
Royal Victoria Hospital, Montreal. Cloth. $6.50. Pp. 114, with 28 illus- 
trations. Charles C Thomas, Publisher, 301-327 E. Lawrence Ave., Spring- 
field, lll.; Blackwell Scientific Publications, Ltd., 49 Broad St., Oxford, 
England; Ryerson Press, 299 Queen St., W., Toronto 2B, 1952. 


This book describes and interprets the signs of acute renal 
failure and presents the treatment, including the use of the 
artificial kidney. There are discussions on factors that pro- 
duce renal insufficiency, role of acid-base balance, renal cir- 
culation, lower nephron nephrosis, and treatment. But the work 
is unsatisfactory, for inaccurate or careless statements are 
found throughout the book. The author often fails to recog- 
nize that the support offered for his beliefs has been disproved 
or is, at least, far from accepted. For example, it is stated 
that renal blood flow in acute renal insufficiency is dependent 
on increased viscosity, vasoexcitor material, vasodepressor ma- 
terial, Trueta arteriovenous shunts, and the Barrie renal sponge. 
Investigators’ names are used or omitted for no evident rea- 
son; for example, Borst is not mentioned in connection with 
the high caloric diet. Kolff reported on the artificial kidney 
in 1943, not concurrently with Murray in 1947. The make-up 
of the book is not up to the usual standard of the publisher. 
A graph on page 18 is upside down; the labeling is careless; 
i. e., chlorine for chloride, and the purpose of several beauti- 
ful color plates, on pages 32 and 33, is not clear. 


Syphilitic Optic Atrophy. By Walter L. Bruetsch, M.D., Clinical Pro- 
fessor of Neurology and Psychiatry, Indiana University School of Medicine, 
Indianapolis. Publication number 142, American Lecture Series, mono- 
graph in Bannerstone Division of American Lectures in Ophthalmology. 
Edited by Donald J. Lyle, M.D., F.A.C.S., Professor of Ophthalmology, 
College of Medicine, University of Cincinnati, Cincinnati, Ohio. Cloth. 
$5.50. Pp. 138, with 27 illustrations. Charles C Thomas, Publisher, 301-327 
E. Lawrence Ave., Springfield, Ill.; Blackwell Scientific Publications, Ltd., 
49 Broad St., Oxford, England; Ryerson Press, 299 Queen St., W., Toronto, 
2B, 1953. 


The data analyzed in Bruetsch’s monograph on syphilitic 
optic atrophy at last permit the optimistic statement that “the 
time has arrived when blindness due to syphilitic optic atrophy 
can be prevented. This achievement has been accomplished 
by the recognition of the early stages of the disease and par- 
ticularly by the advent of successful treatment methods. . . .” 
This book is written by a man who has studied many cases 
both clinically and pathologically. The subject is covered from 
every angle: historical background, incidence of syphilitic optic 
atrophy, its incidence in various types of neurosyphilis, and 
its relative incidence among optic atrophies from other causes. 
After careful review of the theories of the pathogenesis of 
syphilitic optic atrophy, the author proposes a convincing 
concept, from his clinicopathological studies, that so-called 
primary syphilitic optic atrophy is always due to a chronic 
inflammatory process, which is followed by a slow degenera- 
tion of the nerve fibers. Bruetsch has presented much evidence, 
both from experience and from the literature, that contradicts 
lgersheimer’s isolated observation of degeneration without in- 
flammation. This indicates that there is but meager proof to 
justify such an important concept as the existence of a purely 
degenerative type of optic atrophy in general paralysis and 
in tabes dorsalis (so-called primary optic atrophy). 

Other phases of the subject of syphilitic optic atrophy, such 
as pathology, clinical features, treatment, and prevention, are 
covered. There is also a supplement in which consecutive or 
secondary syphilitic optic atrophy, gummatous meningitis and 
optic atrophy, and syphiloma of the chiasm and optic nerves 
are included. The book has an excellent bibliography and 
index, and the illustrations are well chosen. 

Special mention should be made of Bruetsch’s discussion of 
therapy. While all agree that penicillin has an almost miracu- 
lous action in the acute early processes, such as acute syphilitic 
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meningitis, and has given great promise of a similar effective- 
ness in the late manifestations of syphilis of the central nervous 
system, the large total dosage scheme that the author suggests 
for the treatment of syphilitic optic atrophy deserves careful 
trial. Certain practical suggestions for the prevention of this 
costly and important cause of blindness are also outlined. This 
small volume should be studied by the ophthalmologist and 
the syphilologist. 


Clinical Problems of War. By Allan S. Walker, M.D., Ch.M., F.R.A. 
C.P. Volume I, Australia in the War of 1939-1945, Series 5: Medical. 
Cloth, 35/-. Pp. 726, with illustrations. Australian War Memorial, Can- 
berra [for sale by Angus & Robertson, Limited, 89 Castlereagh St., Sydney, 
N.S.W., Australia], 1952. 


This volume is part of a set that, when finished, will 
comprise the medical history of Australia during World 
War II. It concerns the diseases and injuries that affected the 
Australian armed forces. The seriousness of the various dis- 
eases in respect to the Australian forces can be judged in part 
by the size of the chapters in this book. The chapter on 
malaria, the largest chapter, is an excellent review of the 
experience of Australian troops with malaria in the various 
countries in which they served. It also reviews the work of 
the research unit on the newer antimalarial drugs. Since only 
a few cases of Brucella infection occurred in the Australian 
services, the chapter on brucellosis is less than one-half page. 
The other chapters pertain to blood transfusion, cerebro- 
spinal meningitis, amebiasis, wounds, amputations, diphtheria, 
filariasis, ankylostomiasis, schistosomiasis, tuberculosis, cardio- 
vascular diseases, malnutrition, plastic and faciomaxillary 
surgery, anesthesia, diseases of the central nervous system, 
bacillary dysentery, dermatology, ophthalmology, pathology, 
psychiatry, and dental surgery. While the author claims this 
volume is neither a textbook nor a military manual, one 
definitely feels and appreciates its textbook nature. He gives 
credit to others who assisted him. There are illustrations of 
methods and equipment, but the outstanding feature is the 
simple language used masterfully by the author. Unlike some 
military histories, this book is easy to read. There are no 
military orders and directives usually so numerous in histories 
of wars. 

The author pays tribute to the part played by applied science 
in alleviating the suffering caused by war. But science, he says, 
is not enough. There is need too for humility, for the new 
developments of the scientific method are leading man more 
and more to destroy, not only by physical violence but also by 
the moral violence of suppressing and denying the true culture 
of mind and spirit. Should we not look, he asks, to ends rather 
than to means; nothing but a change of heart can achieve this, 
for it is a question of spiritual values. The author closes his 
brief epilogue with the statement “The doctor is still a cham- 
pion of the individual; he stands at the springs of life and 
death in peace as in war, and as a citizen he must accept this 
challenge.” 


Current Therapy 1953: Latest Approved Methods of Treatment for the 
Practicing Physician. Editor: Howard F. Conn, M.D. Consulting editors: 
M. Edward Davis, et al. Cloth. $11. Pp. 835. W. B. Saunders Company, 
218 W. Washington Sq., Philadelphia 5; 7 Grape St., Shaftesbury Ave., 
London, W.C.2, 1953. 


The current edition of this publication is a symposium of 
the present methods of treatment used by prominent authorities 
in both medicine and surgery. The list of contributors repre- 
sents a veritable “Who’s Who” of American clinicians in the 
various specialties, and the book covers all phases of therapy 
for all types of human disease. The subject matter is arranged 
according to the usual textbook classifications of disease and 
is primarily restricted to treatment. Preventive measures are 
indicated when pertinent, but etiology and diagnosis are not 
discussed except when they are an integral part of therapy. 
In some diseases the method of more than one contributor is 
outlined, and these may differ in accordance with the par- 
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ticular views or concepts of the authors. Editorial opinion is 
purposely avoided to preserve the point of view of each con- 
tributor. Long-established treatments as well as newer advances 
are included, depending on the preferences of the authors. 
Operative techniques are not described in detail, but surgical 
treatment is specified when indicated. 

The discussions of treatment are concise and designed for 
ready access. The two-column pages are especially suited to 
rapid reading. In addition to the main text, the book includes 
a roster of drugs, metric and apothecary systems, percentage 
tables, and author and subject indexes. Typographic errors are 
not often encountered. The use of an amphetamine inhaler in 
the later stages of the common cold, as mentioned on page 8, 
is out-of-date, since amphetamine is no longer marketed in 
that form. It has been replaced by the propylhexedrine (Benze- 
drex) inhaler, mentioned on the succeeding page. In the state- 
ment on page 112, “isonicotinic acid hydrazine—the accepted 
generic name now is isoniazids,” the last word should be 
isoniazid. The preference given to trade names in the roster 
of drugs is disappointing, and the descriptions included after 
each drug closely resemble advertising material for the par- 
ticular brand listed. As a whole, this book will be welcomed 
by physicians who desire a complete and convenient reference 
to current methods of therapy. 


Familial Nonreaginic Food-Allergy. By Arthur F. Coca, M.D. With 
contributions by Conrad Berens, M.D., et al. Third edition. Cloth. $10.50. 
Pp. 279, with 21 illustrations. Charles C Thomas, Publisher, 301-327 E. 
Lawrence Ave., Springfield, Ill.; Blackwell Scientific Publications, Ltd., 49 
Broad St., Oxford, England; Ryerson Press, 299 Queen St., W., Toronto 
2B, 1953. 


This book presents the concept of a form of allergy that 
the author claims affects more than 90% of the population. 
He calls this idioblapsis, or familial nonreaginic food allergy. 
The presence of such allergy is suspected with a history of 
any of the following symptoms: headache, heartburn, in- 
digestion, constipation, nervousness, neuralgia, abnormai tired- 
ness, and hemorrhoids. Most cases of idioblaptic allergy are 
caused by foods, although a large percentage are caused by 
sensitivity to tobacco and house dust. It is inferred that such 
food allergy is involved, either as a direct or predisposing 
cause, in hypertension, epilepsy, glaucoma, dementia precox, 
frigidity, nausea and vomiting of pregnancy, multiple sclerosis, 
carcinoma of the breast, and colds. In discussing other in- 
fections, the author alludes to “the importance of idioblaptic 
allergy as a predisposing influence in poliomyelitis.” He says 
elsewhere: “Among a group of 297 persons affected with 
clinically malignant tumor of the breast, none was found in 
whom food allergy could reasonably be thought to be absent,” 
and “The evidence suggests that multiple sclerosis is curable 
through the simple stabilization of the pulse by avoidance of 
pulse-accelerating allergens.” 

The diagnosis of idioblaptic allergy is made if the patient 
has a pulse rate of 88 or higher at any time and if the daily 
range exceeds 20. An increase of several beats after ingestion 
of a trial food indicates an allergy to that food. Treatment is 
by avoidance of the offending agent, histamine injections, and 
sympathectomy. The first case of sympathectomy for food 
allergy was the author himself, who was forced to do some- 
thing drastic when he found himself “clinically allergic to all 
avoidable foods excepting beef.” On the basis of well-con- 
sidered opinion and experience of mature workers in allergy 
and medicine, the concept presented cannot be supported. 


Lumbar Disc Lesions: Pathogenesis and Treatment of Low Back Pain 
and Sciatica. By J. R. Armstrong, M.D., M.Ch., F.R.C.S., Orthopaedic 
Surgeon to Metropolitan Hospital, London. Foreword by H. Osmond- 
Clarke, C.B.E., F.R.C.S., Orthopaedic Surgeon, London Hospital. Cloth. 
$8. Pp. 228, with 77 illustrations. Williams & Wiikins Company, Mount 
Royal and Guilford Aves., Baltimore 2; E. & S. Livingstone, 16 and 17 


- Teviot Place, Edinburgh 1, 1952. 


This is one of the outstanding contributions to the litera- 
ture on the intervertebral disk. The author briefly and concisely 
presents the causes of radiating low back pain and discusses 
the fundamental basis for each symptom and sign. The clinical 
pic‘ure is crystallized for the reader in the inimitable style of 
the accomplished British writer and is illustrated beautifully 
with colored and black and white figures. The author draws 
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on his large experience in the diagnosis and treatment of 
ruptured disks to discuss the most successful techniques of 
diagnosis and surgical treatment. His opinions are conserys. 
tive and highly acceptable; however, the danger of diagnostic 
spinal puncture and myelogram is overemphasized. The dangers 
described do not coincide with the experience of others jn 
large series of cases. Furthermore, not all will agree with 
Armstrong that surgical fusion after removal of a ruptured 
disk is the procedure of choice. The general opinion js tha 
fusion is not necessary unless specific indications for fusion 
exist aside from the ruptured disk. This book is recommended 
to all who are interested in the diagnosis and treatment of 
ruptured intervertebral disk. 


Visual Anatomy: Thorax and Abdomen. By Sydney M. Friedman, M.D 
Ph.D., Professor of Anatomy, University of British Columbia, Vancouver, 
Canada. Cloth. $10.50. Pp. 203, with 91 illustrations. Charles C Thomas, 
Publisher, 301-327 E. Lawrence Ave., Springfield, Ill.; Blackwell Scientific 
Publications, Ltd., 49 Broad St., Oxford, England; Ryerson Press, 299 
Queen St., W., Toronto 2B, 1952. 


The author has attempted to present the anatomy of the 
thorax and abdomen visually and has utilized the written text 
only as a supplement. Anatomic variations and anomalies have 
been intentionally omitted. The presentation begins with the 
skeletal framework and leads outward to the soft tissues. The 
material is extremely sketchy and abbreviated. The layer-by- 
layer presentation has been adhered to especially in the section 
dealing with the mediastinum where “planes” are discussed. 
This is commendable, since it gives the reader a tri-dimen- 
sional perspective. 

Unfortunately, the thymus has been portrayed in a mis- 
leading fashion. No concept can be gained as to the size, 
structure, limits, and form of this organ as seen in figure 26. 
This volume has been written for clinicians as well as others; 
however, no clinician would agree with the presentation of the 
gallbladder as depicted in figure 44. No mention is made of 
its fundus, corpus, infundibulum, and neck. Of particular 
importance is the relationship of the infundibulum to the 
extrahepatic biliary ducts; yet there is no description of this 
in the figure or in the text. The inconsistency of the presenta- 
tion of the material in color confuses the reader; for example, 
figure 47 shows the branches of the celiac axis and the superior 
mesenteric artery in red; however, figure 49 shows the blood 
supply to the stomach in black. Because of poor printing it is 
particularly difficult to read the labels in the illustrations. 

A great deal of sincere effort has gone into the preparation 
of the text and the execution of the illustrations. Since the 
work is directed to postgraduates as well as undergraduates it 
might have been well to correlate “operating table anatomy” 
with that found on the cadaver. 


The Practical M of Pain in Labour. By W. D. Wylie, M.A., 
M.B., M.R.C.P., Anzsthetist to St. Thomas’s Hospital and National Hos- 
pital for Nervous Diseases, London. Cloth. $3.50. 18s.6d. Pp. 148, with 
42 illustrations. [Year Book Publishers, Inc., 200 E. Illinois St., Chicago 
11]; Lloyd-Luke (medical books) Ltd., 49 Newman St., London, W.1, 1953. 


This book was written primarily for anesthetists. The subject 
matter covers anatomic and physiological considerations, 
agents, apparatus, normal labor, abnormal labor, cesarean 
section, local analgesia, and therapeutic analgesia and anesthe- 
sia. Each chapter is followed by a brief, well-selected bibli- 
ography from British and American literature. The volume 
concludes with an adequate index. The author deals mainly 
with the application of analgesic and anesthetic agents and 
techniques, with considerable emphasis on analgesic concentra- 
tions of inhalation agents. Inhalation apparatus presented Is 
mainly of foreign manufacture and unfamiliar to many Ameri- 
can anesthesiologists. Inclusion of the limitations placed on the 
British midwife regarding the use of analgesia in labor 's 
interesting to American readers. It is apparent that subarach- 
noid and extradural techniques have gained greater favor i 
this country than in England, probably because of the fact that 
a great proportion of all deliveries there take place at home 
rather than in hospitals. There is no mention of the usefulness 
of ethylene in obstetrics. 

Since the author writes in an authoritative manner, some of 
his statements would have more emphasis if his own exper 
ence with methods, percentage of complications, and failures 
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was included. The author is to be complimented on the excel- 
lence of his writing in an overlapping field, since material 
pertinent to the obstetrician’s responsibilities is included. His 
emphasis on full cooperation between obstetrician and anes- 
thetist for the most desirable and safest results is timely. This 
clear, concise, and well-written book, with excellent illustra- 
tions, can be read profitably by all physicians concerned with 
management of pain in obstetrics. 


Der Kopfschmerz. Von Priv.-Doz. Dr. Ernst Pichler, Graz. Mit einem 
Geleitwort von Univ.-Prof. Dr. Otto Pétzl. Cloth. $6.45. Pp. 214, with 17 
illustrations. Springer-Verlag, MGikerbastei 5, Vienna 1, 1952. 


The author describes the various kinds of headache, with 
emphasis on etiology and differential diagnosis. The first part 
covers general considerations of anatomy and physiology, 
especially vasomotor phenomena, and the second part takes up 
particular problems, such as headaches associated with 
migraine, skull fractures, disturbances of the cerebrospinal 
fluid system, hypertension, and diseases of the eye. Many 
readers will appreciate the suggested plan of examination and 
the summary of differential diagnosis. This book has several 
faults often noted in contemporary medical literature. One is 
the misuse of abbreviations. The letters “NNR” on page 51 
evidently do not mean “New and Nonofficial Remedies,” but, 
after wasting time to discover what they do mean, the reader 
is likely to go on to something else. The same holds true 
with “HVL” and “DHE.” Curiously, on page 51, the author 
uses “CCC” and explains that this means “carbaminoylcholin- 
chlorid”; since the term is not used again, it is not clear why 
the abbreviation was used. There is no distinction between 
proprietary drugs and chemical compounds in the sections on 
therapy. This greatly reduces the scientific value of the text 
and increases the difficulties of foreign readers. The author 
does not adduce critical evidence for the value of suggested 
modes of treatment, and, since he rarely mentions dosages, 
it must be assumed that he does not take this aspect of his 
subject seriously. Except for these faults, the book shows an 
excellent command of the subject. A bibliography of about 
200 references is included. 


Erwin Frink Smith: A Story of North American Plant Pathology. By 
Andrew Denny Rodgers III. Memoirs of American Philosophical Society 
held at Philadelphia for Promoting Useful Knowledge, Volume 31. Cloth. 
$5. Pp. 675, with four photographs. American Philosophical Society, 
Independence Sq., Philadelphia 6, 1952. 


This volume presents a detailed and well-documented account 
of the scientific accomplishments of Erwin Frink Smith, who 
developed the laboratory of plant pathology of the United 
States Department of Agriculture and directed its activities 
from 1886 to.1927. Dr. Smith can truly be considered the dean 
of American plant pathologists. Under his leadership, many 
plant diseases of great economic importance were brought 
under control, and his fame as a research pathologist was 
widely acknowledged in this country and abroad. Dr. Smith 
was a strong believer in the essential similarity of pathological 
processes in plant and animal tissues. His viewpoint that the 
plant cancers, which he believed were caused by parasitic 
organisms, were similar in behavior to malignant lesions in 
animals attracted the attention of many prominent contem- 
porary clinicians and students of cancer. Thus, while this 
extensive biography is of interest primarily to students of the 
botanical sciences, it is also of interest to medically oriented 
readers, particularly those interested in the trends of cancer 
research during the early decades of the century. 


Ophthalmic Pathology: An Atlas and Textbook. By Jonas S. Frieden- 
wald, et al. With editorial assistance of Helen Knight Steward. Published 
under joint sponsorship of American Academy of Ophthalmology and 
Otolaryngology and Armed Forces Institute of Pathology. Cloth. $18. Pp. 
489, with 240 plates. W. B. Saunders Company, 218 W. Washington Sq., 
Philadelphia 5; 7 Grape St., Shaftesbury Ave., London, W.C.2, 1952. 


The Registry of Ophthalmic Pathology, oldest of the 
American Registries of Pathology of the Army Medical 
Museum (now the Armed Forces Institute) is the largest and 
most inclusive collection of ophthalmologic pathological 
Material in existence. This vast reservoir of specimens has 
been utilized in the preparation of this volume. An outstanding 
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group of authorities collaborated in its production. The volume 
is an outgrowth of the “Atlas of Ophthalmic Pathology” by 
De Coursey and Ash. The authors, utilizing Friedenwald’s 
“Pathology of the Eye” as a basis for the text, have succeeded 
in producing an authoritative treatise. The text is accurate, 
adequate, and well written, so that it can be read easily and is 
of interest to the novice as well as the trained pathologist. 
There are chapters dealing with anatomic and physiological 
considerations, histology, growth and aging, nature and mecha- 
nism of inflammation, endophthalmitis and phthisis bulbi, focal 
lesions in endogenous endophthalmitis, granulomatous inflam- 
mations, injuries, heredofamilial and degenerative diseases, 
and tumors, in addition to chapters on each of the anatomic 
subdivisions of the eye and orbit. There are many well-repro- 
duced photomicrographs illustrating each topic. It is regrettable 
that they are reproduced in black and white instead of color, 
but this is not a serious deficiency. The illustrations have been 
placed at the conclusion of each chapter, an arrangement that 
has some disadvantages for the casual reader but is no serious 
handicap to the serious student. 


Qualitative Analysis and Analytical Chemical Separations. By Philip W. 
West, Ph.D., Professor of Chemistry, Louisiana State University, Maurice 
M. Vick, Ph.D., Associate Professor of Chemistry, Louisiana State Uni- 
versity, and Arthur L. LeRosen, Ph.D. Cloth. $3.75. Pp. 223, with 12 
illustrations. The Macmillan Company, 60 Fifth Ave., New York 11, 1953. 


For the first time since 1850, a scheme of analysis is pre- 
sented that does not require the use of hydrogen sulfide. 
Laboratories in which hydrogen sulfide is not used will be 
cheaper and safer to operate; the new analytical scheme is easy 
to learn; and modern techniques for identifying specific ions 
are employed. The book is both a laboratory manual and an 
exposition of the theoretical aspects. The instructions are easy 
to follow; the questions to be answered in the laboratory 
notebook provoke study of the relevant theory; and the sections 
dealing with theory are clearly written. Although budding 
chemists will profit by being taught from this book, the authors 
had in mind the large number of students for whom qualitative 
analysis is a required subject, including students of nursing 
and medicine. Many features will make the material useful 
for the instructor as well as for the student: all the reagents 
required are listed; the table of atomic weights is on the inside 
front cover; a log table is on the inside back cover; and there 
is an adequate index. The relatively low price of the book is 
partly due to the use of paper of only fair quality, and, 
consequently, if the laboratory manual were soiled by chemi- 
cals, the financial loss would not be great. 


Understanding Stuttering. By A. B. Gottlober, Ph.D., Director, Los 
Angeles Speech Correction Clinic, Los Angeles. Cloth. $5.50. Pp. 274, 
with 4 illustrations. Grune & Stratton, Inc., 381 Fourth Ave., New York 
16, 1953. 


The speech organs and speech production are reviewed. 
Psychological factors contributing to the production of stutter- 
ing and the theories explaining this phenomenon are presented. 
The greater portion of the book describes methods of evalu- 
ating and treating the person who stutters and includes con- 
sideration of the patient's family and other environmental 
factors. The book is written by an educator and should be of 
value to teachers of speech correction. It is not a source of 
medical information for purposes of differential diagnosis and 
psychiatric care. 


Pheochromocytoma and the General Practitioner. By Joseph L. DeCourcy, 
M.D., and Cornelius B. DeCourcy, M.D. Cloth. $4. Pp. 165. DeCourcy 
Clinic, Cincinnati 2, 1952. 

This small book presents pheochromocytoma as a “great 
mimic” and emphasizes the fact that tests for the tumor should 
be made on each patient with hypertension. An interesting 
historical résumé initiates the text, and after this the author 
presents the clinical problem of the tumor and discusses case 
histories, pathology, physiology, symptoms, diagnosis, and 
treatment. There are 361 references. The book will familiarize 
the general practitioner and the student with this rare but 
important problem. 
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CATARACT IN OCTOGENARIAN 

To THE EpItor:—A man, aged 81, in good physical condition, 
has a mature cataract in the right eye and 20/30 corrected 
vision in the left eye owing to an incipient cataract. The 
condition has remained unchanged for seven years. Tension 
in the right eye is slightly below normal, and the retina is 
still functioning, according to light perception tests. The 
patient wants unilateral or bilateral cataract surgery done 
to improve reading vision. A competent ophthalmologist has 
advised against cataract surgery. Could any benefit be de- 
rived from it? M.D., Texas. 


This inquiry was referred to two consultants, whose re- 
spective replies follow.—Eb. 


ANSWER.—If the slow and unsatisfactory reading vision of 
this patient’s left eye can conclusively be shown to be due to 
the incipient cataract and not to a senile macula degeneration 
and if reading means a great deal to the patient, a cataract 
extraction on the right eye would seem indicated, in the hope 
that this would give the patient the reading vision he desires. 
A lens extraction on the left eye is not recommended, since 
for general use (by an octogenarian) 20/30 vision obtained 
with a slight correction is more practical than 20/20 or 20/15 
vision with an aphakic correction. 


ANSWER.—It is possible that single binocular vision with 
correction for bilateral aphakia could be obtained after re- 
moval of cataracts from both eyes. In that case, the patient 
probably would enjoy more comfortable reading vision. Re- 
moval of the mature cataract from the right eye only would 
not permit single binocular reading vision and, of course, 
would be of no benefit. In this case, the uncertainty of restora- 
tion of good visual acuity in the right eye, even with the satis- 
factory light projection tests, and also the hazard of loss of 
reading vision in the left eye by cataract operation must be 
considered. Since the patient is able to read with one eye, 
even though slowly, it is best, at his age, to advise against 
cataract surgery. 


CHICKENPOX 

To THE Eprror:—Are children recovering from chickenpox 
not considered infectious, and are they routinely allowed 
to return to school, even though they are still covered with 
pustules? Chancellor H. Whiting, M.D., Oneida, N. Y. 


ANSWER.—According to “Control of Communicable Dis- 
eases in Man,” which is a report of the Committee of the 
American Public Health Association (ed. 7, 1950), the period 
of communicability of chickenpox is designated as “probably 
not more than one day before nor more than six days after 
the appearance of the first crop of vesicles.” The rules and 
regulations for the Control of Communicable Disease, revised 
Aug. 1, 1952, and enforced throughout Illinois, issued by the 
Illinois State Department of Public Health states that “isola- 
tion is required for not less than seven days after the appear- 
ance of the eruption.” Chickenpox lesions are characterized 
by macular vesicles that appear in crops. They rarely become 
pustular, but dry up and form scabs. It is believed that the 
usual skin lesions that remain for seven days from the onset 
of the eruption are not infectious. 


The answers here published have been prepared by competent authorities. 
They do not, however, represent the opinions of any official bodies unless 
specifically so stated in the reply. Anonymous communications and queries 
on postal cards cannot be answered. Every letter must contain the writer’s 
name and address, but these will be omitted on request. 
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QUERIES AND MINOR NOTES 


TREATMENT OF POLYCYTHEMIA 


To THE Epiror:—What is the status of treatment of poly- 
cythemia by means of radioactive substances? Are there any 
dangers connected with this therapy? Would you advise 
radiation prior to treatment with radioactive substances? 


M.D., Illinois. 


ANSWER.—Polycythemia vera can be treated successfully 
with radioactive phosphorus (P**). The material can be given 
intravenously or by mouth. The average dose is 3.5 to 4 me. 
given intravenously or 5 to 6 mc. given by mouth. If the 
red blood cell count does not decrease in a few weeks more 
radioactive phosphorus may be given. Hundreds of patients 
have been treated with radioactive phosphorus with good 
results. The dangers of use of radioactive phosphorus are 
the same as those with any other form of irradiation (spray 
or spot), i. e., depression of the bone marrow causing hypo- 
plasia of any or all of the formed elements. Lawrence points 
out, however, that the incidence of thrombocytopenia or 
aplastic anemia is no greater than occurs in the natural course 
of the disease. Since the use of radioactive phosphorus is a 
form of irradiation, preliminary x-ray therapy is not necessary 
and is in fact undesirable. According to Lawrence, the use of 
phosphorus gives much better results and is at least as safe as 
spray or spot irradiation; however, other authorities consider 
use of radioactive phosphorus merely another type of irradi- 
ation therapy, and at least one authority believes it is more 
dangerous than other methods, such as phlebotomy. 


PAINFUL HEEL 

To THE Epitor:—A 65-year-old housewife has had constant, 
severe pain in the weight bearing area of her right heel for 
eight months. Physical examination reveals nothing except 
slight obesity and localized tenderness over the weight bearing 
area of the os calcis. Treatment with protective padding in 
the shoes, salicylates, and a series of four local injections of 
procaine and hyaluronidase has been ineffective. Roent- 
genograms of the area are completely normal as are results 
of routine blood studies and urinalysis. The patient's general 
health is good. I would appreciate your comments. 

Herbert H. Kersten, M.D., Fort Dodge, lowa. 


ANSWER.—Pain in the heel usually occurs at the site of the 
plantar fascia on the os calcis. This is the result of tension on 
the plantar fascia. An inflammation arises at the calcaneal 
attachment of the fan-shaped plantar fascia. In the earliest 
stages this inflammation is painful but shows no changes on 
roentgenograms. Periostitis may be present, with negative 
roentgenographic findings. When deposits occur, roentgeno- 
grams will show thickening and formation of a spur. The 
longer inflammation is present the more evident is spur forma- 
tion. The tension on the plantar fascia is the result of the 
lowering of the longitudinal arch, secondary to foot strain. 
Foot strain is the result of prolonged standing, and excessive 
weight is a factor. Correction by means of adhesive strapping, 
felt pads, and corrective shoes is indicated. 


SWELLING OF FEET IN HOT WEATHER 


To THE Eprror:—What is the explanation for swelling of the 
feet and legs in a man who usually lives in the temperate 
zone but who occasionally pays a visit to a semitropical 
country? Many persons seem to have this trouble during 
vacation in southern regions. 

D. A. MacGregor, M.D., Wheeling, W. Va. 


ANSWER.—Swelling of the feet and occasionally the legs is 
commonly observed in persons who travel from temperate to 
tropical regions. This phenomenon also occurs, especially in 
women, in temperate regions during the summer. It has been 
suggested that the swelling is related to the increases in the 
vascular bed and in vascular pressure in the feet that have been 
observed to occur in an environment of heat. 
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NEPHROTIC SYNDROME IN CHILD 
To THE EpItoR:—A 3-year-old boy has generalized edema and 
a blood pressure of 118/90 mm. Hg. Urinalysis showed 4+- 
albumin, a few white blood cells, no red blood cells, no 
sugar, and a specific gravity of 1.030. Results of laboratory 
studies done two days after the urinalysis were as follows: 
blood nonprotein nitrogen level 35 mg. per 100 ml., serum 
cholesterol level 595 mg. per 100 ml., serum protein level 
4.04 gm. per 100 cc., serum albumin level 2.31 gm. per 
100 cc., serum globulin level 1.73 gm. per 100 cc., and 
albumin-globulin ratio 1.2:1. Results of reexamination one 
week after the original visit were essentially the same, except 
for an increase in edema with probable ascites; the child 
did not, however, appear or act sick and was content to 
play as usual. Two weeks after the original visit, the con- 
dition was essentially unchanged. The patient was placed on 
a high protein, low sodium diet, and rest was advised. The 
past history is essentially normal, except for the occurrence 
of intermittent angioneurotic edema over the past several 
weeks, with reddened maculopapular discrete areas, which 
often appear and disappear within a few hours. Does this 
child have a nephrotic syndrome or a nephrotic phase of 


glomerulonephritis? 
M.D., Washington, D. C. 


ANSWER.—This child probably has a nephrotic syndrome, 
possibly on an allergic basis, in view of the history of angio- 
neurotic edema and skin rash. Careful inquiry should be made 
regarding administration of drugs during this period. Food 
sensitization has not been implicated as a cause of nephrosis. 
If signs of hypersensitivity recur, the use of corticotropin or 
cortisone would be indicated for this reason as well as for the 
control of nephrotic edema. The prognosis is good if the 
edema can be mobilized and if nutrition is maintained and the 
child is protected against infections by the prophylactic use 
of antibiotics. About half of the children with nephrosis re- 
cover completely after a variable course of remissions and 
relapses. The prognosis becomes much poorer if signs of 
glomerulonephritis, i. e., hematuria, hypertension, and renal 
functional impairment, develop. 


BLOODLESS PHLEBOTOMY 

To tHe Eprror:—/ would be grateful for information on the 
tourniquet method for doing bloodless phlebotomy, includ- 
ing the exact place to apply the tourniquet, tightness in using 
it, length of time to leave it in place, and possible hazards. 


Anna W. Perkins, M.D., Albany County, N. Y. 


ANSWER.—Blood pressure cuffs are applied to all four ex- 
tremities at the torso. The cuff pressure is raised to about 70 
mm. Hg (just below diastolic pressure) and is maintained at 
this level for 15 minutes; the cuff pressure is then dropped 
to zero for one minute. The pressure may be reapplied several 
times. Towels or rubber tubing may be used as tourniquets 
if blood pressure cuffs are not available, although it is not 
possible to gage the pressure with them. Experiments on man 
suggest that as much as 15% of the blood volume of the torso 
and head may be trapped by this maneuver. Some fluid will 
also transude out of the vascular tree. If peripheral edema 
is present, the degree of transudation will be limited. If relief 
is forthcoming, it will appear within a few minutes. Respira- 
tion may become freer, and the patient will be less excited. 
Pulmonary rales and wheezing may be greatly relieved, with 
the alleviation of cyanosis and, sometimes, slowing of the heart 
rate. Arterial blood pressure may fall in some cases, and, 
rarely, a shock-like state may appear. The bloodless venesec- 
tion technique may be of value in the emergency treatment 
of acute pulmonary edema or paroxysmal cardiac asthma. 
Physiologically, bloodless venesection can be only considered 
a a stopgap, since it removes fluid from the systemic veins 
and pulmonary vessels only to store it in the limbs. The 
lourniquets must be released eventually, and the fluid will again 
engorge the veins and pulmonary vessels, unless measures are 
taken to strengthen the heart (use of digitalis) or otherwise 
telieve the congestion (use of diuretics or direct venesection). 
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INTRAVENOUS GLUCOSE SOLUTION INFUSION 

To THE Eprror:—How much greater dehydrative effect will be 
produced by a 10% solution of glucose in distilled water than 
by a 5% solution, assuming that the rate of intravenous in- 
fusion is 50 to 75 drops per minute? M.D., Illinois. 


ANSWER.—In a study conducted a number of years ago, no 
dehydrative effect was produced by an injection of either 10% 
or 5% dextrose in water, about 3,000 cc. being given intra- 
venously at the rate of 300 to 500 cc. per hour. With the 5% 
dextrose solution, 80% of the patients had glycosuria, but, on 
the average, only 3 gm. of sugar per day were recovered in 
the urine. With the 10% dextrose solution, all the patients 
were glycosuric, but the urine sugar loss averaged only 18 gm. 
per day. The latter solution is, therefore, of distinct value 
when more calories are needed, as in cases of undernutrition 
or damaged liver requiring support. The caloric value per day 
of the 10% solution was almost double that of the 5% solu- 
tion, and for this reason it is valuable. 


BRUCELLOSIS IN COWS 

To THe Epiror:—A farmer owns several cows, one of which 
lost a calf owing to Bang’s disease. A veterinarian vac- 
cinated the cow and quoted “literature” from a vaccine com- 
pany stating that vaccination would cure the cow and that 
her milk would no longer be infectious. Is this true? I 
realize that vaccination may prevent other cows from 
acquiring a Brucella infection, but would it cure an active 
case? Would compulsory testing or compulsory vaccination 
before a cow can be sold be preferable as a state-wide 


measure? James W. Davis, M.D., Leonard, Texas. 


ANSWER.—If the cow in question was affected with brucello- 
sis (Bang’s disease), vaccination would be of little, if any, 
benefit to her. It would not destroy the infection in her sys- 
tem, and it would not make her milk less likely to be in- 
fectious. The noninfected animals in a herd usually can be 
protected against the infection by proper vaccination, but the 
dangerous feature in vaccinating cows is that, although they 
may have had a negative reaction, they may be in the incuba- 
tive stage of the disease and would not be benefited. When 
tested, a vaccinated animal will show the same reaction as an 
infected animal, except that, after several months, the re- 
action titer of the vaccinated animal will gradually fall and 
eventually (after two or three years for an adult) may dis- 
appear. Testing plus vaccination of heifers before sexual ma- 
turity (at 6 to 8 months of age) constitutes the best program. 


ADAMANTINOMA OF MANDIBLE 

To THE Eprror:—What is the best therapy for a slow growing 
adamantinoma of the mandible? Is x-ray or radium therapy 
indicated? What is the prognosis? M.D., Indiana. 


ANSWER.—Adamantinomas of the mandible are slowly grow- 
ing, expansive tumors, which, if untreated, reach a large size 
and may eventually invade through the bone, the soft tissue of 
the cheek, or floor of the mouth. Repeated recurrence after in- 
adequate treatment is common, but metastasis to lymph nodes 
or lungs is extremely rare. Histologically, the characteristic 
cells are stellate cells and cylindrical cells arranged to resemble 
the structures of the enamel forming organ; however, marked 
variations are seen, and often the pattern resembles that of a 
basal-cell, glandular, or epidermoid carcinoma. Neither these 
histological variations nor the predominance of a solid or 
cystic type of growth are of prognostic significance. The best 
treatment is surgical resection of small lesions with an adequate 
surrounding margin of healthy bone; for extensive lesions, 
resection of the jaw is necessary. X-ray or radium therapy is 
of little value either as a primary method of treatment or as 
a supplementary measure preoperatively or postoperatively. 
The only factor that seems to have any real influence on the 
final outcome is the radicality of the initial surgery. For 
patients treated by adequate resection, the prospect of cure is 
excellent. 
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ANNUAL PHYSICAL EXAMINATIONS 
To THE Epiror:—!/ note in Queries and Minor Notes in THE 
JourNnaL Feb. 21, 1953, page 695, the inclusion of “a guaiac 
test on a stool specimen” as part of the recommended and 
standard procedure in an annual physical examination. It 
is presumed that Dr. Kistler, who made the inquiry, is a 
private physician and is asking for guidance in the per- 
formance of annual physical examinations on office patients. 
While, if the candidate for such annual survey can be 
hospitalized and food and fluid intake controlled for at least 
48 hours prior to the laboratory procedure, a guaiac test may 
have diagnostic significance, | would doubt that any infer- 
ences should be drawn from such a procedure when per- 
formed on an ambulatory office patient, whose diet is un- 
known and uncontrolled. This point may lead to grievous 
errors in interpretation and to many scares for patients 
whose positive guaiac test can be accounted for on physi- 
ological grounds. Another possible cause for false positive 
results in the guaiac test is any bleeding in the upper or 
lower respiratory tracts or in the mouth, when the bloody 
residue has been swallowed. 

Albert Groves Hulett, M.D. 

20 Hawthorne Ave. 

East Orange, N. J. 


To tHe Eprror:—ZJn reply to a query in THE JouRNAL Feb. 21, 
1953, concerning laboratory procedures in the annual health 
examination, it was stated, “If studies of blood chemistry are 
desired, nonprotein nitrogen and blood sugar determinations 
may be made; these should be obtained when the patient is 
in a fasting state.” Elevation of the fasting blood sugar level 
does not occur until diabetes is well developed. Because it 
is thought that detection and treatment in the early and 
symptomless stage of diabetes can prevent or retard further 
deterioration and the development of the degenerative com- 
plications, the American Diabetes Association and its local 
branches are stressing the importance of early case detection 
as a preventive measure. The detection of minimal degrees 
of impairment of sugar tolerance requires the use of a load- 
ing test. The simplest form of such a test is a blood sugar 
level determination made during the absorptive period after 
a high carbohydrate meal. I prefer a standardized technique 
in which the determination is made one hour after a 100 
gm. carbohydrate breakfast, but for general purposes the 
blood sugar level may be determined from one-half to one 
and one-half hours after any meal containing a liberal 
amount of starchy and sweet foods. A blood sugar value 
over 150 mg. under these conditions means definite impair- 
ment of tolerance, and any value over 130 mg. should call 
for repetition of the test at intervals for further evaluation. 
Such a test is more physiological and simpler than the 
customary glucose tolerance test and is a better guide to the 
degree of dietary restriction required to prevent hyper- 
glycemia. When a blood sugar level determination is not 
feasible, glycosuria after such a loading meal may be used 
as a rough screening test. The urine test is less informative 
than the blood sugar test, since some subjects with elevated 
renal glucose thresholds will escape detection, but it is more 
informative than determination of the fasting blood sugar 
level, with which all but well-developed cases of diabetes 
will be missed. One of these tests should be included in 
the annual health examination. While a nonprotein nitrogen 
level determination is seldom indicated in the absence of 
evidence or history of renal disease, it may be performed 
on the same sample of blood, since the preceding meal will 
not affect it significantly. 

Henry E. Marks, M.D., Chairman 

Committee on Diabetes Detection 

New York Diabetes Association 

121 E. 60th St., New York 22. 


To THE EpiTor:—/n THE JourNaL Feb. 21, page 695, is a 


query concerning annual physical examinations and associ- 
ated laboratory work. If the country were populated by 
unemployed laboratory technicians the advice would be 
splendid; unfortunately technicians are scarce and their time 


J.A.M.A., June 27, 1953 


must be conserved. Particularly, I refer to the red blood cell 
count, which is considerably less accurate and more time 
consuming than the hemoglobin determination and is of no 
value in the face of a normal hemoglobin level. This is so 
evident that most hospitals do admission red blood cel 
counts only if the hemoglobin level is abnormal, thus utiliz. 
ing skilled labor most effectively. I also doubt the value of 
routine leukocyte counts or differential counts in normal 
persons, because these so often reflect transient illnesses of 
no particular significance; of electrocardiograms except in 
older persons; and of guaiac tests on stools. To complete the 
roster, the fasting blood sugar level is not likely to yield 
useful information if the urine is free of sugar; nor is the 
nonprotein nitrogen level often elevated in persons with 
negative history, normal urine, and normal blood pressure. 
It is advice of this kind that makes medical care more 
expensive but not more valuable. 


Roy N. Barnett, M.D. 
Strawberry Hill Ave. 
Norwalk, Conn. 


Dr. Barnett’s letter was referred to the consultant who 
answered the original inquiry, and he replied as follows.—Ep, 

In this consultant’s opinion, the original query was presented 
as an honest desire on the part of the practitioner to meet his 
responsibility to his patient, said patient having presented him- 
self to his doctor, wishing to know whether he is in good 
health or whether some early signs or symptoms of disease 
exist unknown to him. Such a case offers a distinct challenge 
to the conscientious physician and warrants the expenditure of 
time and such expense as may be indicated, for it is here, in 
the practice of preventive medicine, that the physician can 
frequently offer most to his patient. To attempt to answer this 
letter in detail would be futile. A few well-known facts may 
suffice to justify my recommendations: 1. A normal hemo- 
globin level may mask an early macrocytic anemia. 2. A 
routine leukocyte count may disclose an unsuspected, signifi- 
cant leukocytosis or even leukemia; “transient illness” may or 
may not be significant, and if found its true diagnosis should 
be established. 3. Coronary artery disease is not the exclusive 
property of older persons; congenital lesions and damage from 
rheumatic fever may leave significant alterations in electro- 
cardiographic patterns. 4. The presence of a high renal thresh- 
old is not rare, and, conversely, renal glycosuria is not rare; 
thus the routine urinalysis may lead to false presumptions. 5. 
A positive guaiac reaction on the stool or material from the 
examining finger following a digital examination may give the 
clinician the very clue needed to develop subsequently the 
diagnosis of an early gastrointestinal neoplasm. All these 
studies could be eliminated by the clinician, and the cost to 
the patient for the examination would subsequently be reduced, 
but the value received would be of like measure. “Caveat 
emptor!” 


DISINFECTION OF BLOOD- 
CONTAMINATED LANCETS 


To THE Eprror:—!/ should be obliged if you would rectify an 
error that appeared in THE JourNAL Sept. 15, 1951, page 
288. The statement is made that Dr. A. J. Rhodes and | 
recommend the disinfection of syringes by immersion in 
chemicals. This is wrong, as the following references will 
reveal, 


The second reference advises boiling of syringes and refers 
to the worthlessness of the procedure of washing syringes 
in distilled water and storing them in spirit. 

Rhodes, A. J., and van Rooyen, C. E.: Textbook of Virology for Stu- 


dents and Practitioners of Medicine, New York, Thos, Nelson & Sons, 
1949, p. 187. 


Rhodes, A. J., and van Rooyen, C. E.: Textbook of Virology for Stu- 
dents and Practitioners of Medicine, ed. 2, Baltimore, Williams & Wilkins 
Company, 1953, p. 292 and especially p. 294. 

van Rooyen, C. E., and Rhodes, A. J.: Virus Diseases of Man, ed. 2, 
New York, Thos. Nelson & Sons, 1948, p. 1177. 

. C. E. van Rooyen, M.D. 
University of Toronto 
Toronto 5, Canada. 
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